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FOREWORD 


The  impact  father  thomas  j.  carroll  made  on  the  field  of  blindness 

rehabilitation  was  and  is  so  significant  that  it  cannot  be  overstated.  His  dynamic  in¬ 
tellect,  unquenchable  curiosity,  and  warm  sense  of  humor  have  dramatically  affected 
the  lives  of  all  blind  persons,  especially  all  blinded  veterans,  since  World  War  II.  The 
Blinded  Veterans  Association  (BVA)  and  “Father  Tom”  developed  and  evolved  together. 
Throughout  his  years  of  working  in  the  blindness  field,  Carroll’s  beliefs,  personal  energy, 
and  professional  integrity  shaped  blinded  veterans’  thinking  and  understanding  of  their 
blindness  and  their  place  in  American  society.  Today,  even  almost  20  years  after  his 
death,  BVA  continues  to  bear  his  personal  and  professional  stamp. 

Although  it  may  be  difficult  to  determine  which  came  first— the  concepts  or  the  in¬ 
novative  training  of  returning  World  War  II  veterans— it  is  probably  accurate  to  say  that 
by  the  time  blinded  ex-servicemen  were  being  channeled  through  the  military’s  rehabilita¬ 
tion  program,  Carroll  was  already  beginning  to  develop  the  conceptual  framework  on 
which  he  would  base  all  his  subsequent  perceptions  about  blindness.  The  blinded  veterans 
provided  him  and  others  like  C.  Warren  Bledsoe,  Richard  Hoover,  and  Kathryn  Gruber 
with  the  opportunity  to  explore  and  implement  the  now  readily  accepted  holistic  ap¬ 
proach  to  rehabilitation.  Like  the  ripples  formed  by  a  stone  dropped  in  a  pond,  Father 
Carroll’s  concept  of  a  multifaceted  program  spread  to  all  parts  of  our  society. 

The  authors  of  the  articles  in  this  book  have  given  us  an  excellent  assessment  of  Father 
Carroll’s  concepts  and  the  viability  of  those  concepts  today.  Moreover,  they  have  pro¬ 
vided  us  with  a  look  at  the  man  behind  the  ideas.  If  we  have  forgotten,  we  are  remind¬ 
ed,  and  if  we  did  not  know,  we  are  made  aware  that  he  was  a  champion  not  only  for 
blind  people  but  also  for  all  disabled  people,  for  downtrodden  and  poverty-stricken  peo¬ 
ple,  and  for  people  who  are  victims  of  racial  discrimination.  He  lived,  preached,  and 
worked  to  ensure  that  all  of  us  shared  his  beliefs  of  “pride,  independence,  justice,  and 
love.” 

In  his  yearly  talk  to  blinded  veterans  at  the  BVA’s  convention  in  1968,  Carroll  superbly 
summarized  his  thoughts  on  blindness  when  he  stated,  “An  adjustment  to  self  and  to 
the  world  is  such  that  blindness  is  not  the  epicenter  around  which  the  family,  friends, 
acquaintances  and  all  life  must  revolve. .  .but  rather  it  is  something  to  be  faced  and  made 
peace  with,  so  that  the  individual  blind  person  is  at  peace  with  those  around  him,  at 
peace  with  his  environment,  and  above  all,  at  peace  with  himself. .  .that  peace  which 
is  the  harmony  of  right  order  under  God.”  In  conjunction  with  the  American  Founda- 
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tion  for  the  Blind,  the  Carroll  Center  for  the  Blind,  and  the  Academy  of  Senior  Profes¬ 
sionals  at  Eckerd  College,  BVA  is  proud  to  have  shared  in  producing  this  review  of  Car- 
roll’s  work.  As  he  knew  and  as  it  has  always  been,  it’s  up  to  us  to  meet  life’s  challenges 
and  to  fulfill  our  dreams. 

Ronald  L.  Miller 
Executive  Director 
Blinded  Veterans  Association 


PREFACE 


I  CAME  INTO  THE  BLINDNESS  FIELD  quite  by  accident  through  work  as 
research  assistant  to  the  psychiatrist  at  the  Carroll  Center  for  the  Blind.  I  was  fascinated 
by  the  work  of  the  center  and  soon  followed  Robert  Amendola  around  as  he  took  clients 
out  for  his  training  sessions  in  videation  and  orientation.  It  was  a  new  world  to  me.  But  most 
of  all,  the  center  provided  what  I  wanted  from  my  work— a  caring,  helping  atmosphere 
that  gave  newly  blinded  persons  a  boost  to  get  them  back  in  control  of  their  lives. 

What  I  didn’t  know  then  but  learned  over  the  years  was  that  Father  Thomas  J.  Carroll 
had  left  a  legacy  not  only  to  his  agency,  but  to  the  world.  That  may  sound  presump¬ 
tuous,  but  when  I  became  the  director  of  the  center  in  1976,  I  found  that  whenever  I 
traveled  and  gave  my  title  as  director  of  the  Carroll  Center,  strong  comment  followed. 
I  would  hear  a  report  about  Carroll’s  influence  on  legislation,  an  anecdote  about  his 
pranks,  or  a  serious  reflection  on  his  stature  as  an  individual.  Even  more  than  this, 
as  I  took  on  the  task  of  sorting  through  many  boxes  of  papers,  letters,  and  memos,  I 
discovered  Carroll’s  many  and  varied  interests,  which,  I  believe,  were  what  made  him 
an  exceptional  director  of  the  center: 

•  He  became  the  chaplain  of  the  war-blinded  soldiers  in  World  War  II  and  developed 
a  relationship  with  the  blinded  veterans  that  produced  friendships  that  were  deep 
and  meaningful  for  both  himself  and  the  “boys’— friendships  that  would  last  throughout 
his  life. 

•  He  marched  on  Selma,  Alabama,  with  Dr.  Martin  Luther  King,  Jr.,  as  an  adamant 
supporter  of  civil  rights  legislation. 

•  He  was  in  the  forefront  of  liturgical  reform  during  the  1960s,  when  this  was  one  of 
the  “cutting  edge”  issues  in  the  Catholic  Church. 

•  He  was  “ecumenical”  before  the  word  was  used  in  the  church. 

•  He  gave  a  home  to  the  papers  of  a  German  priest  whose  theology  was  being  ques¬ 
tioned  by  Rome. 

•  He  sought  freedom  not  only  for  persons  of  color  but  for  thinkers  within  the  church. 

•  He  was  a  compassionate  man  totally  devoted  to  his  assignment.  He  did  not  choose 
to  be  director  of  the  Catholic  Guild  for  All  the  Blind,  but  being  an  obedient  servant 
of  the  bishop  of  the  diocese,  he  accepted  this  charge  and  took  it  to  heart  with 
unmatched  zeal. 

•  He  was  asked  by  the  governor  of  Massachusetts  to  head  a  task  force  on  multiply 
disabled  blind  persons.  He  felt  it  important  to  meet  with  the  families  of  multiply 
disabled  blind  children  and  to  hear  their  views  so  that  the  report  of  the  task  force 
would  not  be  merely  academic  and  statistical.  When  the  task  force  concluded  its 
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charge,  he  recommended  the  establishment  of  a  special  unit  at  a  state  school,  where 
unique  specialized  services  could  be  provided  to  these  children. 

•  He  wrote  to  blind  prisoners  in  Massachusetts  prisons.  In  some  cases,  this  corres¬ 
pondence  continued  for  years. 

One  could  go  on  listing  Carroll’s  accomplishments,  but  beyond  them,  he  had  a  spirit, 
a  belief  in  people  and  in  the  potential  of  the  individual  to  overcome  the  harsh  realities 
of  life.  It  was  this,  most  of  all,  that  he  left  us;  it  was  for  this  that  he  will  be  remembered. 
To  this  end,  the  articles  in  this  work  are  dedicated. 

Rachel  Ethier  Rosenbaum 
Executive  Director 
The  Carroll  Center  for  the  Blind 


INTRODUCTION 

John  F.  Muldoon 


THE  IDEA  OF  HONORING  THOMAS  J.  CARROLL  with  a  monograph  of  essays 
grew  out  of  the  T.  J.  Carroll  Lecture  Series,  which  was  presented  in  1985  and  1986 
under  the  sponsorship  of  the  American  Foundation  for  the  Blind  (AFB),  the  Blinded 
Veterans  Association  (BVA),  and  the  Carroll  Center  for  the  Blind  of  Newton, 
Massachusetts.  These  three  organizations  had  been  part  of  Father  Carroll’s  life  during 
his  most  productive  period  from  1944  through  the  1960s.  Coincidentally,  the  lecture 
series  marked  the  40th  anniversary  of  the  founding  of  BVA,  the  35th  anniversary  of 
the  founding  of  the  Carroll  Center  (originally  founded  as  St.  Paul’s  Rehabilitation  Center), 
the  25th  anniversary  of  the  publication  of  Carroll’s  book,  Blindness:  What  It  Is,  What 
It  Does,  and  How  to  Live  with  It,  and  the  15th  anniversary  of  Carroll’s  death.  It  therefore 
occurred  to  representatives  of  BVA,  AFB,  and  the  Carroll  Center  that  this  was  an 
appropriate  time  both  to  honor  the  memory  of  Father  Carroll  and  to  consider  his  work 
in  the  context  of  the  problems  facing  the  field  of  blindness  today. 

Leadership  in  the  development  of  the  Carroll  Lecture  Series  was  shared  by  four  per¬ 
sons,  all  of  whom  were  associated  with  Father  Carroll  or  with  the  work  he  initiated 
for  adventitiously  blind  adults.  William  Gallagher,  M.S.W. ,  executive  director  of  AFB, 
met  Father  Carroll  at  the  Perkins  School  in  the  late  1930s,  where  he  was  a  student  and 
Father  Carroll  the  new  Catholic  chaplain.  Their  relationship  lasted  the  rest  of  Carroll’s 
life,  over  30  years.  Gallagher’s  experiences  touched  on  practically  all  of  Carroll’s  work 
and  made  him  an  obvious  person  to  give  direction  to  this  endeavor.  During  the  mid- 
1940s,  Gallagher  became  Carroll’s  companion  on  trips  to  the  military  programs  at  Avon 
Farms  and  Valley  Forge.  He  had  long  talks  with  Carroll  and  met  the  veterans  who  were 
in  the  rehabilitation  programs  at  that  time.  Years  later,  when  he  had  finished  graduate 
studies  in  social  work,  Gallagher  joined  Carroll  as  a  staff  member  of  the  St.  Paul’s  Center. 

Gallagher  brought  together  representatives  of  BVA,  AFB,  and  the  Carroll  Center  to 
plan  the  Thomas  J.  Carroll  Lecture  Series.  Thomas  H.  Miller,  BVA  president  at  the 
time,  and  Sumner  A.  “Tut”  Vale,  its  acting  executive  director,  joined  Rachel  Rosen¬ 
baum,  executive  director  of  the  Carroll  Center,  in  helping  AFB  plan  the  series.  All  three 
organizations  contributed  the  funds  necessary  to  support  the  lecture  series. 

Gordon  B.  Connor,  Ed.D. ,  the  Carroll  Center’s  first  administrator  and  a  close  associate 
of  Father  Carroll  during  the  1950s,  is  now  a  member  of  the  Academy  of  Senior  Profes¬ 
sionals  at  Eckerd  College  (ASPEC)  in  St.  Petersburg,  Florida.  Connor  was  asked  to 
direct  the  lecture  series,  and  ASPEC  graciously  agreed  to  assist  the  series  by  spon- 
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soring  the  first  lecture  series  at  Eckerd  College.  The  college  also  provided  Dr.  Connor 
with  office  space  and  administrative  support. 

Lectures  in  this  series  were  given  five  times  in  1985  and  1986.  Initially  it  was  hoped 
that  the  series  would  become  the  basis  for  a  new  edition  of  Father  Carroll’s  book,  but 
it  soon  became  clear  that,  as  much  as  it  might  contribute  to  the  dissemination  of  Carroll’s 
ideas  and  even  to  their  development  and  expansion,  a  lecture  series  could  not  serve 
as  a  basis  for  a  second  edition  of  Blindness.  During  the  two  years  in  which  the  series 
was  given,  it  was  impossible  to  have  the  same  speakers  at  all  the  lectures.  Consequently, 
the  content  of  the  lectures  changed  as  different  speakers  addressed  the  same  topics. 
In  addition,  some  speakers  developed  their  presentations  or  reorganized  their  lectures 
in  response  to  the  interests  of  the  various  audiences. 

As  a  result  of  these  developments,  the  papers  produced  by  the  lecture  series  did  not 
have  a  unifying  theme  other  than  the  general  one  of  honoring  Father  Carroll.  Some 
speakers  had  simply  reviewed  and  presented  Carroll’s  ideas  as  they  had  existed  during 
his  lifetime.  Others  continued  developing  their  own  work  that  had  been  influenced  or 
encouraged  by  Carroll.  These  latter  papers,  reflecting  Carroll’s  approach  to  blindness, 
were  essentially  new  presentations,  worthy  to  stand  alone.  Consequently,  the  lecture 
series  sponsors  had  to  decide  what  type  of  publication  would  represent  the  accom¬ 
plishments  of  the  series.  My  suggestion  was  to  produce  a  book  in  honor  of  Carroll  that 
took  those  papers  of  the  lecture  series  going  beyond  a  simple  restatement  of  Carroll’s 
ideas  and  combined  them  with  commissioned  papers  addressing  contemporary  issues 
in  a  fashion  similar  to  the  approach  of  Father  Carroll.  This  suggestion  won  the  accep¬ 
tance  of  the  sponsors,  and  this  volume  is  the  result  of  that  decision.  Rather  than  being 
a  reprint  of  the  lecture  series,  this  volume  is  a  collection  of  essays  in  honor  of  Father 
Carroll,  ranging  from  a  short  summary  of  his  life  and  some  reflections  on  his  manner 
and  style  to  a  futuristic  article  considering  the  type  of  financing  that  could  be  developed 
in  the  21st  century  to  support  services  for  blind  persons.  Thomas  Furlong,  senior 
information  officer  at  AFB,  provided  valuable  assistance  in  the  compilation  and  early 
editing  of  the  essays. 

The  first  essay  is  by  myself  (formerly  director  of  psychosocial  services  at  the  Greater 
Pittsburgh  Guild  for  the  Blind,  lecturer  in  rehabilitation  at  the  University  of  Pittsburgh, 
and  consultant  to  the  Florida  Rehabilitation  Center  in  Daytona  Beach,  Florida).  Although 
I  met  Carroll  only  once,  in  1963, 1  came  under  his  influence  through  his  early  disciples. 
I  was  a  member  of  the  original  staff  of  the  Pittsburgh  Guild  for  the  Blind,  where  I  worked 
under  the  direction  of  both  Gordon  Connor,  an  original  staff  member  of  the  Carroll 
Center  and  its  first  administrator,  and  William  Gallagher,  a  longtime  associate  of  Car- 
roll,  who  succeeded  Connor  as  director  of  the  Pittsburgh  Guild  for  the  Blind.  In  this 
position,  I  learned  the  Carroll  approach  to  rehabilitation,  especially  its  psychosocial 


Introduction  3 


and  social  aspects.  In  this  essay,  which  is  an  adaptation  of  an  earlier  one  published  in 
the  Journal  of  Visual  Impairment  &  Blindness ,  I  sketch  both  the  major  events  in  Car- 
roll’s  life  and  his  involvement  with  services  for  blind  people  and  describe  the  range 
of  contributions  Carroll  made  to  blind  persons  themselves  and  to  the  service  system. 
I  conclude  that  Carroll’s  broad  vocation  to  serve  God  prepared  him  for  the  opportunities 
that  came  to  him  as  a  result  of  his  appointment  as  chaplain  to  the  Perkins  School  for 
the  Blind  and,  later,  to  the  military’s  medical  and  rehabilitation  programs  for  blinded 
servicemen  at  Avon  Farms  and  Valley  Forge.  Most  of  the  material  in  the  essay  was 
presented  during  the  Father  Carroll  Lecture  Series. 

Probably  no  one  in  the  field  of  blindness  had  a  more  lasting  and  intense  relationship 
with  Carroll  than  William  Gallagher,  currently  executive  director  of  AFB.  Gallagher, 
a  newly  blind  teenager,  first  met  Father  Carroll  at  the  Perkins  School  for  the  Blind, 
and  the  two  eventually  became  friends.  Over  the  years,  the  relationship  evolved  from 
that  between  religious  director  and  teenager  to,  successively,  that  between  counselor 
and  young  adult,  employer  and  staff  member,  and,  finally,  consultant  and  agency  direc¬ 
tor.  In  the  second  essay,  Gallagher  traces  that  evolving  relationship  and  contributes 
unusual  insight  into  the  style  of  the  man  who  had  dedicated  his  life  to  the  service  of 
others.  Gallagher  remembers  with  affection  both  Carroll’s  gentleness  and  tenacity. 

The  next  two  essays  are  written  by  Robert  Amendola,  a  sculptor  and  longtime  associate 
of  Father  Carroll.  The  two  men  first  met  in  the  1930s  as  a  result  of  their  common 
interest  in  liturgy  and  liturgical  art  and  remained  friends  and  co-workers  until  Carroll’s 
death  in  1971.  In  his  first  essay,  Amendola  recounts  the  evolution  of  Carroll’s  critical 
grasp  of  the  meaning  of  personal  blindness  and  the  factors  that  affect  a  person’s  adapta¬ 
tion  to  the  trauma.  Carroll’s  belief  that  the  ability  to  gain  a  sense  of  competence  in 
getting  about  was  critical  to  a  successful  adaptation  to  the  loss  of  sight.  This  critical 
self-confidence  seemed,  in  turn,  to  be  dependent  on  the  blind  person’s  willingness  and 
ability  to  “visualize”  his  or  her  surroundings.  Knowing  that  artists  and  sculptors,  such 
as  Amendola,  are  trained  to  visualize  their  experiences  in  ways  that  enrich  their  per¬ 
ceptions,  Carroll  sensed  that  if  the  artist’s  ability  to  visualize  enriches  his  or  her 
understanding  of  the  environment,  then  perhaps  the  perceptions  of  the  blind  person 
could  be  similarly  enriched.  Enriching  one’s  visual  image  leads  to  an  awareness  of  aspects 
of  the  environment  that  escape  the  untrained  eye.  Analogously,  Carroll  reasoned,  if 
the  blind  person  can  learn  to  enrich  the  image  of  his  or  her  surroundings  through  train¬ 
ing  in  awareness  and  integration  of  sensory  information,  then  he  or  she  becomes  more 
competent  in  relating  to  that  environment.  In  a  sense,  Carroll  commissioned  Amen¬ 
dola  to  study  visualization  and  to  develop  a  curriculum  whereby  the  blind  person’s  ability 
to  visualize  could  be  quickly  developed  and  maintained  throughout  life. 

Amendola’s  second  essay  summarizes  some  of  the  results  of  the  “commission”  that 
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Carroll  gave  him  50  years  ago.  Amendola  describes  his  theory  of  vision  based  on  the 
functions  of  various  optical  structures,  identifies  the  visual  information  losses  that  result 
from  blindness,  and  finally  describes  alternate  means  by  which  the  lost  information 
can  be  recaptured  by  the  skillful  use  of  the  other  senses.  His  training  in  visualization 
is  based  on  developing  these  alternate  sources  of  sensory  data  and  integrating  the  isolated 
bits  of  information  into  a  visual  map  of  a  setting.  He  correctly  labels  this  process  as 
“perceptual  rehabilitation,”  because,  phenomenologically,  blindness  is  not  a  loss  of  sight 
but  a  loss  of  perception.  Perceptual  rehabilitation,  as  he  developed  it,  is  concerned  with 
the  means  of  perceiving  one’s  surroundings  in  the  absence  of  visual  data.  To  my 
knowledge,  it  is  the  first  time  that  Amendola’s  creative  analysis  and  techniques  have 
appeared  in  print. 

In  the  following  essay,  as  a  psychologist,  therapist,  and  mental  health  agency  direc¬ 
tor,  I  attempt  to  expand  Carroll’s  notions  about  blindness  and  rehabilitation  into  a  broad 
systems  approach  to  the  phenomenon  of  blindness,  the  needs  and  wants  of  blind  per¬ 
sons,  and  the  means  by  which  the  personal  and  social  losses  resulting  from  blindness 
can  be  mitigated.  In  a  sense,  this  essay  puts  Carroll’s  model  of  understanding  and  restoring 
in  the  context  of  contemporary  thinking  about  impairment,  disability,  behavior  change 
and  systems  management. 

The  next  essay  was  contributed  by  William  Thompson,  another  of  Carroll’s  longtime 
associates.  Thompson  lost  his  sight  during  World  War  II  and  joined  BVA  in  1946, 
eventually  serving  as  its  executive  director  and  national  president.  In  these  and  other 
posts,  Thompson  served  blind  persons  through  his  expertise  in  vocational  choice  and 
employment.  His  discussion  focuses  on  these  topics,  blending  his  appreciation  for  Car- 
roll’s  analysis  with  his  own  rich  and  extensive  experience  both  as  a  blinded  person  and 
as  a  professional. 

In  the  essay  that  follows,  Lawrence  Scadden,  director  of  the  Electronic  Industries 
Foundation  Rehabilitation  Engineering  Center,  discusses  current  technology  in  light 
of  Carroll’s  wisdom  regarding  the  use  and  misuse  of  technology  of  his  day.  Discussing 
a  broad  range  of  contemporary  technology  relevant  to  the  needs  of  blind  persons,  Scadden 
endorses  Carroll’s  insistence  that  all  technology  must  serve  the  person’s  need  and  respon¬ 
sibility  to  be  an  independent  participant  in  the  sighted  community.  Scadden  also  evaluates 
the  potential  of  technology  by  the  Carroll  criteria  of  independence,  social  integration, 
and  competence. 

Priscilla  Rogers,  program  administrator  at  the  Florida  Department  of  Education  Divi¬ 
sion  of  Blind  Services  in  Tallahassee,  continues,  in  the  next  essay,  the  work  on  blind¬ 
ness  and  old  age  that  Carroll  started  in  his  later  years  by  analyzing  the  losses  and  restora¬ 
tion  needs  of  elderly  blind  persons.  Rogers  surveys  the  growing  literature  in  geriatrics, 
supplements  Carroll’s  losses  of  blindness  with  those  resulting  from  the  aging  process, 
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and  presents  a  more  thorough  understanding  of  the  personal  encounter  with  aging 
and  blindness.  She  concludes  her  discussion  with  a  review  of  the  potential  ways  by 
which  help  can  be  made  available  to  elderly  blind  persons,  reminding  us  that  she, 
like  Carroll,  recognizes  the  primacy  of  the  independence  and  competence  of  the 
individual  being  helped. 

Susan  Jay  Spungin,  associate  executive  director  of  program  services  at  AFB,  supple¬ 
ments  the  general  analysis  presented  by  Rogers  with  an  analysis  of  the  specific  losses 
in  communication  in  the  elderly.  She  applies  the  sensitivity  that  Carroll  had  toward 
younger  blind  people  to  her  analysis  of  the  effect  of  the  loss  of  vision  on  the  psychological 
makeup  of  older  persons.  Although  these  losses  share  many  characteristics  with  the 
losses  in  younger  persons,  the  effect  of  the  loss  can  be  more  psychologically  extensive, 
making  restoration  more  difficult.  Spungin  emphasizes  the  importance  of  motivation 
in  determining  the  extent  of  the  loss  and  the  potential  for  adaptation. 

The  final  essay  is  reserved  for  an  analysis  of  the  importance  of  advocacy  both  in 
increasing  the  understanding  of  blindness  among  government  leaders  and  in  marshal¬ 
ing  public  support  for  the  services  needed  by  blind  persons.  The  essay  is  written  by 
Glenn  Plunkett,  a  governmental  relations  specialist  with  AFB  in  Washington,  DC. 
Plunkett  traces  the  history  of  advocacy  in  this  country  and  its  past  importance  in  effect¬ 
ing  the  passage  of  important  legislation  and  describes  how  advocacy  can  be  effective 
in  the  current  political  climate.  He  draws  upon  his  extensive  experience  in  Washington, 
including  36  years  of  service  in  the  Social  Security  Administration  and  the  U.S.  Public 
Health  Service. 


. 
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PERSONAL  REFLECTIONS 
CARROLL  AND  HIS 
THEORIES 


CARROLL  REVISITED: 
INNOVATIONS  IN  REHABILITATION, 
1938-1971 

John  F.  Muldoon 

The  AMERICAN  FOUNDATION  FOR  THE  BLIND  (AFB),  with  the  support 
of  the  Blinded  Veterans  Association  (BVA),  the  Carroll  Center  for  the  Blind,  and  the 
Academy  of  Senior  Professionals  at  Eckerd  College,  has  been  conducting  a  three-year 
project  reviewing  the  work  of  Father  Thomas  J.  Carroll,  Jr.,  known  to  all  as  Father 
Tom,  a  dominant  figure  in  services  to  the  blind  from  1945  to  1970.  He  influenced 
military  and  civilian  rehabilitation  programs,  federal  legislation,  and  the  profession¬ 
alization  of  services  for  visually  handicapped  individuals.  He  was  associated  with  the 
early  rehabilitation  efforts  at  Valley  Forge  Army  Hospital,  Pennsylvania,  and  with  the 
army’s  comprehensive  rehabilitation  program  at  Avon  Old  Farms,  Connecticut.  Later 
he  served  on  advisory  committees  for  the  army  and  the  Veterans  Administration  (VA), 
played  an  important  instrumental  role  in  decisions  made  by  the  VA  to  establish  its 
own  model  rehabilitation  programs,  and  served  on  various  national  and  professional 
committees  during  the  1950s  and  1960s.  He  was  a  noted  and  vocal  advocate  for  improved 
services  for  blind  persons  and  for  professional  training  programs  for  orientation  and 
mobility  specialists,  helping  shape  the  decisions  that  led  to  the  formation  of  univer¬ 
sity  programs  at  Boston  College  and  Western  Michigan  University.  He  participated 
actively  in  the  meetings  that  led  to  the  development  of  standards  for  agencies  serving 
blind  persons  and  was  a  regular  consultant  to  federal  officials  and  legislative  committees. 

In  his  home  state  of  Massachusetts,  Carroll  founded  St.  Paul’s  Rehabilitation  Center, 
St.  Raphael’s  Geriatric  Adjustment  Center,  and  the  American  Center  for  Research 
in  Blindness  and  Rehabilitation.  He  lectured  extensively,  criticizing  current  practices 
within  programs  for  blind  persons  and  urging  the  development  of  comprehensive 
rehabilitation  programs.  He  described  the  psychological  and  social  effect  of  blindness 
on  the  person;  on  his  or  her  family,  friends,  and  community;  and  on  service  agency 
staffs.  He  also  supported  the  need  for  comprehensive  rehabilitation  services  to  deal 
with  all  of  these  reactions  in  helping  blind  people  and  their  families  help  themselves. 

Carroll  summed  up  his  experiences  and  understanding  of  blindness  and  rehabilitation 
in  his  book,  Blindness:  What  It  Is,  What  It  Does,  and  How  to  Live  with  It,  which  was  pub¬ 
lished  in  1961.  He  died  unexpectedly  in  1971  after  a  short  illness.  The  purpose  of  this 
discussion  is  to  review  briefly  Carroll’s  life  and  his  contributions  to  the  field  of  blindness. 
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CARROLL’S  BACKGROUND 

Carroll  was  bom  in  Gloucester,  Massachusetts,  in  1909.  Richard  Carroll,  his  grand¬ 
father,  was  an  Irish  sea  captain  who  later  settled  in  the  fishing  port  of  Gloucester  and 
became  a  commercial  fisherman.  When  Richard  Carroll  and  one  of  his  children  were 
lost  at  sea,  his  wife  (Carroll’s  grandmother)  forbade  any  other  child  in  the  family  from 
going  to  sea.  Carroll’s  father  respected  his  mother’s  wishes.  At  the  age  of  11,  he  started 
working  on  the  fishing  wharves  and  was  employed  by  the  Gorton  Pew  Fisheries  the 
rest  of  his  life,  eventually  becoming  company  president.  Thomas,  Sr. ,  was  active  in 
politics  and  during  his  twenties  became  an  alderman  of  Gloucester,  the  youngest  per¬ 
son  ever  elected  to  that  office  and  the  first  Catholic  to  hold  high  public  office  in 
the  city.  He  married  in  his  early  thirties,  choosing  a  schoolteacher  as  his  wife.  The 
Carrolls  had  eight  children,  only  one  of  whom,  Thomas,  Jr.,  was  a  boy.  Carroll  later 
joked  that  he  became  a  priest  to  get  away  from  women. 

The  Carroll  family  never  lost  the  sense  of  its  roots  in  religious  practice  and  the  working 
class.  Carroll’s  school  friends  and  environments  were  varied:  his  father  felt  that  his 
children  should  attend  public  schools  during  the  period  that  he  himself  served  on  the 
Gloucester  school  committee.  This  meant  that  Carroll  attended  parochial  school  for 
only  two  years,  going  on  to  the  Gloucester  public  high  school  before  entering  Holy 
Cross  College.  The  virtues  of  honesty,  fairness,  independence,  and  hard  work  marked 
the  family’s  style  and  were  later  to  manifest  themselves  in  Carroll’s  personal  behavior 
as  well  as  in  his  philosophy  of  public  service  and  rehabilitation.  Both  parents  were  strong, 
decisive  individuals  who  encouraged  independence,  learning,  and  fun  within  a  strong 
appreciation  of  family  values  and  loyalties.  Their  large  home  was  open  to  friends,  who 
regularly  joined  them  for  dinner,  visits,  and  longer  stays.  During  his  school  days,  Carroll 
developed  the  high  spirits  and  sense  of  humor  that  served  him  well  in  public  service. 
At  an  early  age,  he  was  known  for  his  practical  jokes  and  for  the  pleasure  he  took  in 
using  the  telephone  for  nonsense  as  well  as  business. 

Carroll  first  expressed  an  interest  in  becoming  a  priest  in  his  early  teens.  However, 
his  mother  refused  his  request  to  enter  the  seminary,  saying  that  he  was  too  young  to 
make  such  an  important  decision.  That  decision,  she  said,  would  have  to  wait  until  he 
had  finished  college. 

After  high  school,  Carroll  entered  Holy  Cross  College,  a  Jesuit  school  where  he  pur¬ 
sued  a  course  of  studies  in  liberal  arts  that  involved  Greek,  Latin,  and  philosophy.  This 
training  enriched  his  understanding  of  people  and  of  the  values  he  had  absorbed  within 
the  family.  It  also  refined  the  analytical  skills  that  manifested  themselves  in  all  his  sub¬ 
sequent  work  in  the  orderly,  logical  way  he  approached  any  task.  His  pleasure  in  talk¬ 
ing  and  writing  was  deepened  by  his  study  of  classical  languages.  He  used  his  new  skills 
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in  his  later  work,  sometimes  to  the  consternation  of  his  co-workers,  whose  familiarity 
with  Greek  and  Latin  was  less  well  developed.  He  was  attracted  to  words  like 
peripatology,  typhlology,  and  cecutiency  to  describe  aspects  of  blindness  and  rehabilita¬ 
tion.  One  roommate  at  college  was  Thomas  Caulfield.  The  two  young  men  became 
close  friends  and  remained  so  for  the  rest  of  their  lives.  Caulfield  went  on  to  study 
medicine  and  psychiatry  and  eventually  joined  the  staff  at  St.  Paul’s  Rehabili¬ 
tation  Center.  Caulfield  truly  joined  the  Carroll  clan  when  he  married  Tom’s  sister  Mary. 

After  graduating  from  Holy  Cross  in  1932,  Carroll  entered  St.  John’s  Seminary,  where 
his  studies  for  the  priesthood  included  ethics,  social  justice,  and  languages.  He  devel¬ 
oped  an  interest  in  church  organization  and  worship,  a  part  of  his  life  hidden  from  those 
who  knew  him  only  as  a  worker  in  the  field  of  blindness.  His  independent  spirit  and 
sense  of  organization  manifested  themselves  during  this  period.  For  one  class  assign¬ 
ment  he  criticized  the  institutional  church  for  developing  a  structure  that  was  both  inef¬ 
ficient  and  contrary  to  apostolic  tradition.  He  thought  the  organization  of  the  church 
could  be  simplified  by  having  just  three  structural  levels:  bishops,  clergy,  and  lay- 
people.  His  concept  of  church  structure  was  similar  to  those  of  other  Christian  churches, 
and  it  is  not  surprising  that  he  became  an  early  leader  in  ecumenical  work.  His  interest 
in  bringing  people  together  on  the  basis  of  similar  interests  and  values  rather  than  dif¬ 
ferences  and  contradictions  manifested  itself  early  in  his  development. 

CARROLL’S  EARLY  WORK 

Upon  ordination,  much  to  his  surprise  and  even  dismay  (Bledsoe,  1980),  Carroll  was 
made  the  assistant  director  of  the  newly  formed  Boston  Catholic  Guild  for  the  Blind. 
No  doubt  some  of  his  consternation  came  from  the  fact  that,  until  that  moment,  he  had 
no  interest  in  blindness  and  no  involvement  with  blind  people,  either  through  personal 
or  family  experience.  A  short  time  later,  his  assignment  was  broadened  when  he  was 
made  the  Catholic  chaplain  at  the  Perkins  School  for  the  Blind.  In  this  assignment, 
he  met  the  Reverend  Gabriel  Farrell,  an  Episcopal  clergyman  who  a  few  years  earlier 
had  been  made  director  of  Perkins  without  any  prior  experience  in  work  with  blind 
people.  Farrell  had  overcome  his  lack  of  experience  as  well  as  the  coolness  with  which 
his  assignment  was  greeted  by  experienced  workers  in  the  field  and  had  gone  on  to  become 
a  greatly  respected  director  of  the  institution  (Koestler,  1976). 

Carroll  quickly  became  involved  in  his  assignment,  learning  about  blind  people  and 
services  for  the  blind,  probably  aware  by  this  time  of  the  important  contributions  that 
had  been  made  at  Perkins  and  elsewhere  by  clergymen  and  others  who  received  the 
call  to  the  field  with  no  prior  interest  or  training.  His  knack  for  quick  decisions  and 
his  willingness  to  take  risks  were  evident  when  he  was  able  to  establish  the  first  vending 
stands  run  by  blind  persons  in  Massachusetts  at  the  fisheries  in  Gloucester. 
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Carroll’s  assignments  at  Perkins  and  at  the  Guild  complemented  each  other  in  inter¬ 
esting  ways.  At  the  Guild,  he  became  familiar  with  blind  persons  who  had  lost  their 
sight  as  adults;  at  Perkins  he  learned  about  blindness  as  it  occurs  in  children  and 
adolescents.  The  two  positions  also  permitted  him  to  observe  two  types  of  service  systems 
with  different  perspectives  and  goals.  Perkins,  one  of  the  first  schools  for  blind  chil¬ 
dren  established  in  this  country,  was  large,  well  endowed,  influential,  and  a  powerful 
force  in  the  field  of  blindness.  The  Guild  was  a  new,  modest  program  with  limited 
resources,  more  narrowly  interested  in  serving  aged  blind  persons  in  practical  and  im¬ 
mediate  ways. 

Carroll  learned  about  adventitious  and  congenital  blindness,  about  old  and  young  blind 
persons,  about  newly  blinded  people  and  experienced  blind  persons,  and  about  a  broad 
commitment  to  a  wide  range  of  needs  and  a  more  restricted  commitment  to  immediate 
interests  and  wants.  These  experiences  were  critical  to  the  development  of  his  belief 
that  services  to  blind  persons  cannot  be  generic  but  must  be  tailored  to  client 
characteristics  such  as  age  of  onset,  type  of  onset,  length  of  time  since  onset  of  blind¬ 
ness,  background,  and  personal  reactions  to  blindness.  His  service  as  chaplain  at  Perkins 
brought  him  into  personal  contact  with  children  and  teenagers,  which  formed  the  basis 
for  his  unusually  sensitive  understanding  of  the  experience  of  blindness  and  how  peo¬ 
ple,  both  blind  and  sighted,  adjust  to  it.  The  young  people  shaped  his  understanding 
of  blindness  as  he  helped  them  shape  a  sense  of  religious  and  moral  values.  Some  of 
these  young  people  remained  his  lifelong  friends  and  associates. 


CARROLL  AND  THE  MILITARY  PROGRAMS 
FOR  BLINDED  SERVICEMEN 

Carroll  had  been  in  these  two  positions  only  a  short  time  before  World  War  II  started 
in  1939.  As  part  of  the  general  preparedness  for  war,  government  officials  had  initiated 
discussions  about  what  should  be  done  for  blinded  servicemen  in  the  eventuality  that 
the  United  States  entered  the  war.  By  the  time  of  Pearl  Harbor  in  late  1941,  a  govern¬ 
ment  plan  for  blinded  military  personnel  existed  and  was  shortly  thereafter  implemented. 
In  time,  medical  programs  for  blinded  army  personnel  were  established  at  Valley  Forge, 
Pennsylvania,  and  Palo  Alto,  California,  while  the  navy  established  a  similar  program 
in  Philadelphia.  Later,  an  army  rehabilitation  program  was  started  at  Avon  Old  Farms, 
Connecticut. 

By  this  time,  Carroll’s  commitment  to  serving  blind  persons  was  well  established. 
In  1942,  he  volunteered  for  the  Catholic  Church’s  Military  Ordinate  and  requested 
assignments  to  programs  caring  for  blinded  servicemen.  In  his  capacity  as  chaplain, 
he  became  a  regular  visitor  to  all  three  East  Coast  programs.  His  understanding  of  blind- 
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ness,  especially  the  emotional  shock  at  the  time  of  the  onset,  was  greatly  influenced 
by  his  contact  with  blinded  servicemen.  This  experience  formed  the  basis  of  his  beliefs 
that  adventitious  blindness  in  adults  was  radically  different  from  congenital  blindness 
and  that,  if  rehabilitation  was  to  be  successful,  the  program  could  not  be  simply  medical 
or  vocationally  oriented.  In  order  to  address  the  psychological  and  social  wounds  of 
the  experience  (he  later  called  them  “losses”),  assistance  had  to  be  based  on  attention 
to  the  psychological  and  social  needs  of  newly  blinded  persons.  Thus,  from  these  expe¬ 
riences  he  became  an  early  advocate  of  comprehensive  programs  based  on  psychological 
understanding  of  the  individual’s  reaction  to  his  or  her  blindness.  He  became  a  promi¬ 
nent  advocate  of  thorough  and  thoughtful  programming  for  blinded  soldiers. 

These  were  important  times  in  the  development  of  medical  and  rehabilitation  ser¬ 
vices  for  blinded  civilians  as  well  as  for  blinded  servicemen.  In  fulfilling  their  respon¬ 
sibilities  to  offer  the  best  assistance  possible  to  the  newly  blinded  servicemen,  the  army 
and  navy  sought  the  assistance  of  civilian  specialists  and,  in  so  doing,  came  face  to 
face  with  conflicts  within  the  field.  Philosophically,  some  specialists  supported  residential 
programs,  whereas  others  believed  that  all  services  should  be  offered  in  the  commu¬ 
nity.  Some  believed  the  new  programs  for  servicemen  should  be  run  by  the  military; 
others  believed  that  they  should  be  run  by,  or  at  least  contracted  to,  existing  community 
programs.  Some  believed  that  the  servicemen  should  have  all  the  advantages  of  the 
existing  civilian  programs,  whereas  others  believed  that  community  programs  were  of 
such  poor  quality  that  new  modes  of  assistance  were  needed.  Some  deemphasized  the 
uniqueness  of  blindness  among  servicemen,  whereas  others  believed  that  the  needs  of 
the  newly  blinded  servicemen  were  so  unlike  those  of  civilian  blind  persons  that  special 
types  of  assistance  had  to  be  developed. 

Carroll  was  exposed  to  these  discussions  through  his  various  assignments.  He  prob¬ 
ably  had  the  widest  experience  of  any  of  the  discussants  in  terms  of  familiarity  with 
what  was  actually  going  on  in  the  military  programs.  He  was  also  one  of  the  more  inde¬ 
pendent  discussants,  bringing  to  the  debates  a  mind  free  of  prejudgment  regarding  the 
controversial  issues  as  well  as  having  a  career  that  was  not  likely  to  be  affected  for  bet¬ 
ter  or  for  worse  by  whatever  decisions  were  made.  His  growing  awareness  of  the  self- 
serving  arguments  and  bitterness  among  civilian  leaders  of  services  for  blind  persons 
and  the  inadequacy  of  community  programs  led  him  to  support  the  position  that  the 
programs  for  servicemen  and  veterans  should  be  specially  designed  for  them  and  directed 
by  the  government,  initially  through  the  military  and,  later,  through  the  VA. 

As  important  as  these  philosophical  and  political  issues  were,  both  in  themselves  and 
in  shaping  Carroll’s  notions  about  the  programs  and  leaders  in  the  field,  the  most  impor¬ 
tant  controversial  issue  concerned  mobility  and  the  side  issue  of  the  role  of  the  sighted 
staff  in  the  rehabilitation  of  visually  disabled  persons.  At  Valley  Forge,  Carroll  met 
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the  people  who  were  later  to  become  leaders  in  rehabilitation  planning  in  both  military 
and  community  programs. 

Richard  Hoover,  who  in  the  late  thirties  had  been  a  mathematics  teacher  and  athletic 
coach  at  the  Maryland  School  for  the  Blind,  was  now  an  enlisted  man  recruited  to  form 
part  of  the  staff  of  the  new  Valley  Forge  program.  He  was  developing  his  theory  of 
rehabilitation  based  on  the  importance  of  quickly  teaching  the  newly  blinded  servicemen 
simple  skills  to  enable  them  to  care  for  themselves  and  get  around  the  hospital  without 
dependence  on  others.  The  important  skill  that  Hoover  taught  was  first  called  “foot 
travel,”  and  he  developed  a  special  cane  and  a  training  program  to  teach  instructors 
and  blinded  servicemen.  His  ideas  were  strongly  opposed  by  old-timers,  who  believed 
that  blind  people  needed  no  special  training  in  getting  around  and  that,  at  best,  they 
needed  the  advice  of  an  experienced  blind  person  and  certainly  not  the  help  of  specially 
trained  sighted  instructors. 


THE  MOBILITY  CONTROVERSY 

In  Hoover’s  mind,  adjustment  to  one’s  environment  and  the  reestablishment  of  a  per¬ 
sonal  sense  of  competence  were  essential  to  successful  rehabilitation.  The  more  quickly 
and  thoroughly  the  blinded  serviceman  mastered  his  immediate  environment,  the  more 
likely  his  sense  of  well-being  and  self-esteem  would  return.  It  was  crucial  that  servicemen 
receive  help  in  mobility  as  soon  as  possible.  It  was  clear  to  Hoover  that  these  skills 
could  be  taught  most  quickly  and  thoroughly  by  trained,  sighted  instructors,  whose  sight 
would  make  them  more  efficient  teachers  than  visually  handicapped  friends  or 
counselors.  Skill  in  getting  around  and  taking  care  of  oneself  was  essential  to 
psychological  restoration. 

Hoover’s  ideas  were  opposed  not  only  by  those  who  did  not  accept  the  psychological 
importance  of  mobility  or  the  use  of  sighted  mobility  instructors  but  also  by  those  who 
believed  that  the  seemingly  awkward  cane  was  unnecessary.  Some  believed  that  the 
blinded  servicemen  could  be  taught  to  get  around  by  use  of  a  newly  identified  special 
facility,  “facial  vision,”  which  would  make  the  cane  and  the  trained,  sighted  staff 
unnecessary. 

Further  opposition  to  Hoover’s  technique  came  from  other  military  programs  in  Avon 
Old  Farms,  Philadelphia,  and  Palo  Alto.  In  supporting  the  program  at  Avon,  which 
itself  was  being  criticized  by  some  within  and  without  the  government,  Carroll  sup¬ 
ported  all  of  the  programs  being  developed  there.  In  time,  the  arguments  of  Hoover 
and  Warren  Bledsoe,  who  later  joined  Hoover  at  Valley  Forge,  as  well  as  the  opinions 
of  the  servicemen  themselves,  won  Carroll  over  to  Hoover’s  philosophy  and  technique 
(Bledsoe,  1980).  He  became  a  strong  supporter  of  mobility.  Later  he  would  be  instrumen- 
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tal  in  the  development  of  the  “peripatology”  (the  study  or  science  of  getting  around) 
program  at  Boston  College,  and  his  development  of  Hoover’s  ideas  about  competence 
and  self-help  would  become  the  nucleus  of  his  own  teachings. 

The  Valley  Forge  staff,  with  its  curiosity,  intensity,  and  originality,  greatly  impressed 
Carroll  and  helped  to  shape  his  ideas  about  the  importance  of  staff  development,  staff 
and  trainee  camaraderie  and  discussions,  and  various  kinds  of  psychosocial  programs 
for  both  groups.  Out  of  these  experiences,  he  came  to  realize  the  importance  to  the 
rehabilitation  process  of  understanding  the  meaning  of  blindness. 

Carroll  made  his  mark  quickly  in  the  field.  Through  the  influence  of  Kay  Gruber, 
who  was  then  with  AFB  and  who  had  met  Carroll  at  Valley  Forge,  he  was  appointed 
in  1945  to  the  army’s  new  Honorary  Civilian  Advisory  Committee  and,  in  1946,  to  a 
similar  body  established  by  the  VA,  the  Advisory  Committee  on  the  Blinded  Veteran. 
He  became  a  driving  force  within  these  committees,  visiting  centers,  talking  to  staff 
and  veterans,  and  writing  reports.  Carroll  was  often  the  leader,  regularly  the  observer, 
and  always  the  learner. 

His  part  as  a  discussant  of  issues  was  balanced  by  his  close  contact  with  blind  people. 
When  he  traveled  between  Boston  and  the  military  installations,  he  often  brought  along 
one  or  two  teenagers  from  Perkins  to  serve  as  companions,  interpreters,  and  friends 
to  the  newly  blinded  servicemen.  In  spite  of  his  obligations  as  chaplain  and  advisory 
committee  member,  he  went  out  of  his  way  to  get  to  know  the  trainees,  helping  and 
encouraging  in  any  way  he  could.  One  veteran  of  the  period,  markedly  depressed  and 
disabled  by  his  wounds,  remembers  that  when  he  first  came  to  Valley  Forge  he  had 
great  difficulty  sleeping  because  of  his  pain.  Carroll,  who  had  not  yet  met  him,  heard 
about  his  distress  and  sat  up  the  next  night  with  him  talking  and  comforting  him  as 
best  he  could. 

Carroll  frequently  discussed  his  ideas  and  insights  with  the  servicemen,  using  his 
analysis  to  help  them  understand  their  experience  and  using  their  comments  to  help 
expand  his  understanding.  The  blind  persons  were  his  instructors,  and  he  was  their  booster 
and  critic.  By  nature,  he  was  independent,  feeling  the  responsibility  both  to  care  for 
himself  and  to  help  others.  These  notions  were  so  inborn  that  he  assumed  everyone 
had  the  same  desires  and  responsibilities.  He  believed  that  the  blinded  servicemen  were 
no  different:  they  had  a  responsibility  to  care  for  themselves,  not  to  become  dependent 
or  to  insist  that  the  world  or  the  government  owed  them  a  living.  As  much  as  he  cared 
for,  supported,  and  encouraged  them,  he  never  ceased  to  emphasize  that  they  had  to 
care  for  themselves  and  each  other. 

Carroll’s  attitude,  as  admirable  as  it  might  be  in  the  abstract,  could  sometimes  be 
tiresome  and  a  burden  to  those  struggling  with  blindness.  Another  of  his  friends  of  that 
period  remembers  that  Carroll  never  seemed  to  relax  or  forget  the  task  of  rehabilita- 
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tion,  even  when  out  for  an  evening  with  the  trainees.  At  some  point,  he  would  bring 
the  discussion  around  to  what  one  was  doing  for  himself  and  for  others.  His  emphasis 
on  independence,  responsibility,  and  self-respect  was  so  intense  that  he  argued  against 
any  special  benefits  or  provisions  for  blinded  servicemen.  For  blinded  servicemen  to 
be  more  special  than  other  disabled  servicemen  would,  he  feared,  contribute  to  their 
segregation  from  other  veterans  and  disabled  people  and  eventually  contribute  to  their 
isolation  from  the  mainstream  of  community  life.  His  stance  on  this  issue  was  obvi¬ 
ously  not  universally  supported  by  the  blinded  veterans  themselves,  although  they 
understood  the  basis  of  his  opinion.  The  compromise  was  to  support  special  benefits 
for  veterans  insofar  as  their  disability  caused  them  additional  expenses  for  ordinary 
living,  working,  and  travel. 

It  was  during  this  time  that  he  followed  Dick  Hoover’s  example  and  regularly  blind¬ 
folded  himself,  spending  long  periods  doing  his  work  without  the  aid  of  his  sight. 
Although  certainly  not  the  same  as  being  permanently  blind,  these  experiences  helped 
him  understand  the  problems  of  reestablishing  confidence  in  the  remaining  senses. 
Exposure  to  the  blindfold  also  helped  him  appreciate  how  relationships  between  sighted 
and  blind  persons  are  affected  by  the  peculiar  dependence  and  discomfort  that  develop 
between  them. 


CARROLL  AND  THE  VETERANS 
ADMINISTRATION  PROGRAM 

Like  the  military,  the  VA  leadership  vacillated  about  establishing  special  programs  for 
blinded  veterans.  Some  believed  that  existing  programs,  carryovers  from  World  War 
I,  were  adequate.  Others  questioned  whether  the  VA  was  authorized  to  offer  anything 
but  vocational  rehabilitation  to  disabled  veterans.  Still  others  thought  that  specialized 
programs  should  be  provided  under  civilian  auspices. 

In  the  midst  of  the  confusion  that  marked  the  transition  of  millions  of  servicemen 
to  civilian  and  veteran  status,  the  Advisory  Committee  on  the  Blinded  Veteran,  with 
Carroll  playing  a  leading  role,  developed  a  lengthy  report  on  the  status  of  services  for 
blinded  veterans  within  the  VA  units.  Fortunately,  General  Omar  Bradley  had  just  been 
appointed  administrator  of  the  VA,  with  the  charge  of  bringing  some  order  to  the  chaos 
within  the  greatly  expanded  program.  Bradley  reviewed  the  committee’s  organizational 
and  programmatic  criticisms  of  existing  programs  for  blinded  veterans  and  accepted 
their  recommendation  that  a  new,  specially  designed  VA  program  be  established.  It  took 
another  three  years  or  so  before  the  VA’s  stellar  program  was  established  at  Hines  VA 
Hospital  in  Illinois.  Fed  by  professional  and  departmental  struggles,  opposition  to  the 
program  continued  at  the  lower  levels  of  the  VA.  With  the  appointment  of  Russ  Williams 
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as  its  chief  in  1948,  the  program  had  the  leadership  and  administrative  support  necessary 
for  its  development.  Williams  had  been  one  of  the  early  trainees  at  Valley  Forge  and 
Avon  Old  Farms  and  possessed,  in  addition  to  his  organizational  and  teaching  skills, 
a  thorough  knowledge  and  mastery  of  Hoover’s  ideas  and  techniques. 


CARROLL  AND  THE 

BLINDED  VETERANS  ASSOCIATION 

Carroll’s  work  with  blinded  servicemen  and  veterans  earned  him  their  respect  and 
affection.  They  honored  both  his  work  and  his  person  when,  in  1945,  the  newly  formed 
BVA  not  only  chose  him  as  their  chaplain  but  also  wrote  into  their  charter  that  the  pur¬ 
pose  of  their  organization  included  supporting  each  other  in  their  efforts  to  return  to 
society  not  as  helpless  dependents  but  as  full  participants. 

Carroll  helped  in  the  development  of  the  logo  for  the  BVA,  which  shows  two  strong 
masculine  arms,  one  black,  the  other  white:  hands  clasped  in  friendship.  The  Star  of 
David  and  the  cross  fill  out  the  picture.  The  symbols  neatly  represent  what  BVA  stands 
for  and  also  are  a  sign  of  their  responsiveness  to  Carroll’s  teaching  and  example. 

The  mutual  attachment  and  esteem  continued  for  the  rest  of  Carroll’s  life  as  he  was 
regularly  invited  to  address  the  membership  at  BVA’s  annual  conventions.  Invariably 
his  talks  reiterated  the  principles  that  many  of  them  had  heard  in  the  early  days  of  Valley 
Forge  and  Avon  Old  Farms:  pride,  independence,  justice,  and  love. 


CARROLL  AND  COMMUNITY  REHABILITATION 

At  the  time  that  Carroll  entered  into  work  with  blinded  persons,  services  throughout 
the  country  were  of  uneven  quality.  The  public  education  efforts  of  Helen  Keller  and 
AFB  during  the  thirties  and  forties  had  led  to  the  development  of  state  and  local  pro¬ 
grams,  but  they  varied  in  their  approach  and  emphasis,  with  no  consistent  philosophy 
regarding  goals  and  standards  for  services.  Some  well-known,  reputable  programs 
existed,  mainly  for  children  and  young  adults,  but  even  they  came  under  sharp  criticism 
for  practices  that  seemed  to  encourage  disability  rather  than  increase  independence. 
Cutsforth  (1951)  was  their  most  prominent  critic  during  the  years  preceding  World 
War  II.  Some  programs  saw  their  main  mission  as  creating  special,  protective  envi¬ 
ronments  for  their  clients  to  make  their  lives  easier  and  relatively  pleasurable,  but 
there  was  little  emphasis  on  skills  training  and  the  responsibility  of  the  blind  person 
to  care  for  himself  or  herself.  Clients  frequently  became  dependent  on  the  charity 
and  goodwill  of  the  agencies,  and  agencies  justified  their  own  existence  by  their  “good 
works”  for  the  “poor,  helpless  blind.” 
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Agencies  generally  served  their  clients  with  little,  if  any,  attention  to  types  and  degree 
of  blindness,  age  at  onset,  cause  of  blindness,  individual  needs,  and  other  characteris¬ 
tics  that  affect  both  the  person’s  reaction  to  blindness  and  the  type  of  assistance  needed 
Agencies  presented  themselves  to  the  public  as  being  all  things  to  all  blind  people, 
boasting  numbers  served  and  avoiding  discussion  of  the  effects  of  their  efforts  on  clients. 
Although  specialists  within  the  field  often  angrily  criticized  each  other,  it  was  done 
in  private,  and  the  public  had  little  insight  into  these  controversies.  Public  education 
consisted  mainly  of  information  related  to  fund  raising  and  efforts  to  engender  com¬ 
munity  support  for  activities  of  the  various  agencies. 

After  the  war,  Carroll  turned  his  attention  to  community  programs  for  blind  persons. 
He  started  by  introducing  into  the  Catholic  Guild  what  he  had  learned  at  Valley  Forge 
and  Avon  Old  Farms.  He  expanded  the  programs,  enlarged  the  agency,  and  a  few  years 
later  changed  its  sectarian  focus  by  having  the  agency  incorporated  as  the  Catholic  Guild 
for  All  the  Blind.  The  agency  offered  mobility  programs  and  expanded  psychosocial 
services.  He  soon  began  thinking  of  establishing  a  rehabilitation  center  based  on  the 
newer  concepts,  but  in  an  environment  where  the  programs  could  develop  unhampered 
by  the  bureaucracy  and  vested  interests  that  obstructed  growth  in  both  government 
programs. 

Carroll  began  a  program  of  public  education  and  eventually  started  a  newspaper,  Listen, 
published  in  print  rather  than  in  braille  so  that  friends  and  family  members  would  have 
to  read  it  to  the  blind  person.  With  this  newspaper,  edited  by  his  sister  Agnes  Callahan, 
Carroll  developed  his  first  vehicle  to  carry  his  ideas  about  the  nature  of  blindness,  its 
personal  effects  on  the  sighted  as  well  as  the  blind,  and  the  characteristics  of  the  help 
that  blind  persons  need  and  deserve.  He  wrote  about  matters  related  to  personal  and 
family  problems  of  adjustment  and  about  public  policy  related  to  blind  persons.  In  keeping 
with  his  emphasis  on  the  importance  of  independence  and  integration  of  blind  persons 
into  the  sighted  world,  he  spoke  out  against  special  benefits  for  blind  persons  that  assumed 
their  helplessness  and  essential  dependence  on  others. 

In  the  early  fifties,  Carroll  established  his  famous  award,  “The  Toxic  Orchid,”  which 
he  regularly  presented  to  individuals  and  groups  that  contributed  to  the  maintenance 
of  what  he  believed  were  improper  or  wrong  attitudes  about  blindness  and  blind  peo¬ 
ple.  Although  most  of  the  awards  went  to  writers  and  entertainers  who  continued  to 
portray  bad  stereotypes  of  blind  persons,  agencies  serving  the  blind  often  received  them 
too.  AFB,  for  which  he  frequently  served  as  advisor  and  committee  member,  had  the 
dubious  distinction  of  being  the  first  recipient  of  this  honor. 

About  this  time,  Carroll  began  to  develop  his  thoughts  in  a  notebook,  writing  about 
rehabilitation,  staff  development,  skills  training,  and  related  matters.  These  notes 
developed  into  the  training  manual  he  used  when  the  St.  Paul’s  staff  was  assembled 
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in  1954.  They  also  formed  the  basis  of  what  later  became  his  book,  Blindness:  What 
It  Is,  What  It  Does,  and  How  to  Live  with  It  (Carroll,  1961). 

In  the  early  1960s,  Carroll  was  invited  by  AFB  to  chair  a  newly  established  commit¬ 
tee,  the  Service  Advisory  Committee,  to  review  the  work  of  AFB  and  to  recommend 
ways  in  which  its  focus  should  be  changed  to  make  it  more  relevant  to  the  time.  He 
suggested  that  AFB  look  beyond  its  emphasis  on  using  technology  to  help  blind  persons 
and  give  more  attention  to  means  of  influencing  the  quality  of  services  that  blind  per¬ 
sons  received  in  the  community.  This  committee  extended  the  work  of  AFB  field  ser¬ 
vices  working  with  state  and  community  agencies  concerning  issues  of  quality  of 
service  and  the  broad  needs  of  blind  persons. 

Carroll  continued  his  interest  in  mobility,  working  with  others  who  were  introducing 
these  techniques  into  community  agencies.  However,  he  was  concerned  that  although 
the  idea  of  mobility  training  was  being  accepted,  the  quality  of  the  training  was  being 
discounted  by  agencies  that  allowed  untrained  instructors  to  teach  mobility.  Commu¬ 
nity  programs  were  often  eager  to  be  identified  with  new  ideas  but  unwilling  to  go  to 
the  trouble  and  expense  of  developing  competent  staff  to  teach  Hoover’s  cane  technique. 

Mobility  specialists  and  other  leaders  lacked  agreement  as  to  the  type  and  amount 
of  training  necessary  to  establish  competence  as  a  mobility  instructor.  Training  issues 
were  complicated  by  political  and  economic  issues.  With  the  end  of  the  war,  new  leaders 
had  emerged  who  often  espoused  concepts  and  skills  foreign  to  established  practice. 
The  acceptance  of  new  ideas  and  new  experts  meant  a  rearrangement  of  power  and  influ¬ 
ence  within  the  field  of  blindness.  Carroll,  by  his  actions  and  ideas,  was  emerging  as 
a  leader  who  spoke  about  practices  and  concerns  that  went  well  beyond  the  parochial 
issues  of  agency  or  profession.  As  in  his  work  with  the  military  and  the  VA,  he  spoke 
for  the  needs  of  blind  persons  and  the  responsibility  of  agency  and  staff  to  be  guided 
by  their  public  commitment  to  the  best  services  and  staff  available. 

Carroll  participated  in  the  various  discussions  and  national  meetings  around  the  issue 
of  standards  and  procedures  for  mobility  instruction,  eventually  playing  a  leading  role 
in  establishing  standards  for  training  and  public  recognition  of  competence.  In  1952, 
he  met  with  Kay  Gruber  and  Russ  Williams  to  outline  the  responsibilities  of  the  “mobility 
technician,”  emphasizing  the  importance  of  training  the  mind  and  senses  of  the  blind 
person  to  use  various  kinds  of  information  in  independent  travel.  Clearly,  mobility  was 
not  simply  the  task  of  waving  the  cane  in  front  of  you  to  locate  obstacles  and  to  clear  a  path. 


THE  GLOUCESTER  CONFERENCE 

In  October  1953,  Carroll  invited  some  30  specialists  to  his  family’s  home  in  Gloucester 
for  a  three-day  meeting  to  hammer  out  some  agreement  about  the  issues  that  prevented 
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the  establishment  of  uniformity  of  standards.  According  to  one  report,  he  did  not  tell 
his  guests  that  the  building  was  a  summer  home  without  heat;  nor  did  he  tell  them  that 
he  had  asked  one  of  his  staff,  blind  and  untrained  in  food  service,  to  be  responsible 
for  the  food  and  that  everyone  in  attendance  would  be  on  an  intense  self-help  schedule. 
Despite  the  circumstances,  the  informal  meeting,  known  as  the  Gloucester  Conference, 
identified  areas  of  agreement  and  disagreement  and  recognized  that,  in  order  for  mobility 
to  become  a  recognized  and  accepted  specialty,  the  leaders  at  Gloucester  eventually 
would  have  to  come  to  agreement  about  the  content  and  extent  of  training  necessary 
for  competence.  Carroll’s  ideals  were  too  demanding  to  be  accepted  at  this  time,  but 
before  the  end  of  the  decade,  they  would  have  the  support  of  government  officials  who 
were  in  a  position  to  fund  university  training  programs  as  well  as  comprehensive 
rehabilitation  programs  in  community  settings.  The  development  of  university  training 
programs  at  Western  Michigan  University  and  at  Boston  College  in  the  early  1960s 
marked  the  acceptance  of  orientation  and  mobility  as  a  specialty  requiring  high  stan¬ 
dards  of  training  and  performance. 

Carroll  remained  involved  in  the  issue  of  standards  for  all  aspects  of  blindness  and 
lent  his  support  to  efforts  to  establish  standards  for  agencies  serving  the  blind.  He  par¬ 
ticipated  at  various  times  in  activities  of  the  Commission  on  Standards  and  Accred¬ 
itation  of  Services  for  the  Blind  (COMSTAC). 

Carroll’s  status  as  a  leader  became  recognized,  and  during  the  1950s,  he  was  often 
a  speaker  at  national  meetings.  In  addition  to  his  annual  address  at  the  meeting  of  the 
BVA,  he  frequently  spoke  at  the  American  Association  of  Workers  for  the  Blind  meetings 
(Carroll,  1955, 1957a,  1957b,  1959a,  1960,  1962)  and  occasionally  at  National  Rehabilita¬ 
tion  Association  meetings  (Carroll,  1956b).  By  this  time,  he  had  clearly  established 
himself  as  a  knowledgeable  and  progressive  critic  of  the  system.  He  criticized  agen¬ 
cies,  staff,  and  blind  persons  themselves  for  activities  that  isolated  blind  people,  en¬ 
couraged  dependence,  placed  blind  persons  inappropriately  in  low-level  jobs,  ignored 
psychological  reactions  to  blindness,  or  sought  unwarranted  special  privilege  for  some 
because  of  their  blindness.  Understandably,  his  criticisms  made  some  people  uncom¬ 
fortable.  His  willingness,  even  eagerness,  to  discuss  controversial  issues  in  order  to 
establish  a  public  forum  at  which  the  practices  of  agencies  could  be  reviewed  was  threaten¬ 
ing  to  administrators  and  to  other  vested  interests.  There  were  fiscal  and  practical  reasons 
for  opposition  to  his  ideas.  Calling  into  question  an  agency’s  practices  and  effectiveness 
could  jeopardize  the  public  support  on  which  the  agency  depended. 

If  Carroll’s  role  among  administrators  and  specialists  caused  him  to  be  viewed  with 
mixed  feelings,  his  acceptance  by  others  interested  in  improving,  if  not  reforming,  ser¬ 
vices  was  more  positive.  He  became  a  confidant  of  Mary  Switzer,  commissioner  of 
the  Federal  Vocational  Rehabilitation  Administration,  and  Howard  Rusk,  leader  in  the 
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development  of  rehabilitation  services  for  physically  disabled  persons.  Carroll  served 
on  many  national  committees,  including  the  President’s  Committee  on  Employment 
of  the  Handicapped,  where  his  vision  and  advocacy  were  appreciated  and  found 
some  support. 

In  time,  public  recognition  came  Carroll’s  way.  Although  sometimes  a  critic  of  the 
policies  and  activities  of  AFB,  the  foundation  made  him  the  recipient  of  the  Migel  Award 
in  1957.  The  citation,  which  was  composed  by  Helen  Keller,  stated: 

Your  speeches  contain  a  delicious  New  England  humor  which  creates  healthy 
attitudes  towards  blindness  in  the  seeing.  By  that  unusual  approach  to 
rehabilitation  you  inspire  the  blind  to  produce  activity  which  alone  can  recon¬ 
duct  them  into  normal  society.  We  join  in  deepest  thanks  to  you  and  in  the 
wish  that  you  may  long  remain  among  us  with  your  stimulating  personality, 
valuable  counsel  and  understanding  of  humanity. 

In  1960,  he  received  the  National  Rehabilitation  Association  Bell  Greve  Memorial  Award, 
which  cited  his  contribution  to  the  development  of  mobility  training  for  blind  persons. 


ST.  PAUL’S  REHABILITATION  CENTER 

Carroll’s  plan  for  a  comprehensive  rehabilitation  center  reached  fruition  in  1954  when 
St.  Paul’s  Rehabilitation  Center  was  established.  The  program  was  designed  for  a  small 
number  of  clients  who  came  to  the  center  for  an  intensive  training  program  of  12,  later 
16,  weeks.  It  served  only  newly  blinded  adults,  thus  allowing  the  staff  to  develop  train¬ 
ing  units  and  experiences  adapted  to  the  unique  problems  of  these  clients.  Carroll  assem¬ 
bled  a  staff  of  associates  made  up  of  friends  from  his  military  and  VA  days,  personal 
friends,  and  people  with  the  training  and  personal  assets  that  he  considered  important 
to  the  functioning  of  the  new  center.  Lacking  funds  to  build  a  center,  he  converted  an 
old  stone  bam  into  the  country’s  first  privately  funded  comprehensive  rehabilitation 
center.  The  building  needed  extensive  remodeling,  and  when  his  new  staff  was  first 
assembled,  they  became  part  of  the  remodeling  while  participating  in  orientation  and 
training  sessions. 

At  one  point  in  these  early  days,  the  wives  of  staff  members  went  to  Carroll  as  a 
group  to  complain  about  the  long  hours  their  spouses  were  spending  at  the  center  and 
the  effect  these  absences  were  having  on  home  life.  Ever  responsive  to  the  needs  of 
others,  Carroll  worked  out  an  agreement  with  the  wives  whereby  they  could  come  to 
the  center  themselves  to  be  with  their  spouses  and,  at  the  same  time,  oversee  the 
decorating  of  the  new  headquarters. 

Carroll  also  established  a  management  system  that  was  to  become  the  hallmark  of 
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his  approach  here  and,  later,  at  the  Greater  Pittsburgh  Guild  for  the  Blind.  Adminis¬ 
trative,  programmatic,  clinical,  and  personal  matters  were  discussed  in  groups.  Lead¬ 
ership  in  any  of  these  groups  was  more  or  less  limited  to  setting  the  hour  of  the  meeting 
and  the  general  content  of  the  matters  to  be  discussed.  Beyond  that,  the  meeting  was 
conducted  as  a  gathering  of  peers  with  common  interests  and  goals.  Rank  among  equals, 
such  as  it  was,  was  a  transient  matter  dependent  upon  the  topic  and  the  skills  and  train¬ 
ing  of  the  participants. 

Carroll  introduced  group  therapy  for  staff  members,  run  by  a  therapist  who  was  hired 
as  a  consultant  to  run  group  therapy  for  staff.  All  employees,  from  janitor  to  staff 
psychiatrist  to  administrator  to  Carroll  himself,  were  required  to  participate  in  these 
therapy  sessions.  The  purpose  was  to  help  the  staff  work  on  their  own  attitudes  toward 
blindness  and  each  other  and  on  other  issues  that  interfered  with  the  smooth  function¬ 
ing  of  the  program.  In  time,  the  various  group  processes  produced  a  mutuality  and  trust 
among  the  staff  that  are  remembered  with  much  affection  by  those  who  participated. 
The  procedures  contributed  greatly  to  the  cohesiveness  of  the  staff  and  to  the  clarity 
of  purpose  of  the  program. 

Carroll’s  comprehensive  rehabilitation  program  blended  educational  and  psychosocial 
approaches.  Hours  were  set  aside  for  social  approaches  as  well  as  for  skills  training 
and  group  counseling.  The  staff,  however,  was  not  to  make  the  clients  adjust  to  the  pro¬ 
gram  schedule  but  was  to  adapt  the  schedule  to  meet  the  needs  of  the  clients.  Attention 
was  given  to  understanding  the  interaction  of  the  psychological  effects  of  blindness  with 
the  personal  style,  ambitions,  adaptiveness,  and  developmental  issues  of  each  blinded 
adult.  The  staffs  understanding  of  each  client  was  the  basis  for  planning  with  the  client 
how  the  skills  program  and  other  activities  could  assist  him  or  her  to  reach  the  goals 
mutually  developed. 

The  program  did  have  discipline.  Every  client  was  required  to  follow  the  schedule 
and  participate  as  best  he  or  she  could  in  the  program.  Clients  and  staff  were  treated 
honorably:  personal  interests  and  preferences  were  recognized  and,  as  much  as  possi¬ 
ble,  integrated  into  each  client’s  program.  Everyone  was  expected  to  act  responsibly 
within  the  capacity  of  his  or  her  background  and  abilities,  and  each  could  expect  care 
and  consideration  in  adjusting  to  the  demanding  schedule.  The  goal  of  comprehensive 
rehabilitation  was  to  nurture  the  hope,  pride,  and  ambitions  of  the  clients  while  attempt¬ 
ing  to  repair  feelings  of  helplessness  that  led  clients  into  dependence,  depression,  and 
despair.  The  Carroll  approach  had  a  simple  philosophy,  a  cohesive  plan  of  implementa¬ 
tion,  a  coordinated  schedule,  and  a  learned  staff  who  encouraged  questioning  and 
challenging  in  the  process  of  accommodating  to  the  goals  of  the  program. 

The  program  soon  became  a  marvel  of  comprehensive  psychosocial  rehabilitation, 
frequently  visited  by  officials  from  state,  federal,  and  private  agencies.  Although  greatly 
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admired  and  the  source  of  much  comment,  it  was  sometimes  criticized  as  being  too 
expensive,  too  demanding  for  most  clients,  and  not  sufficiently  vocationally  focused. 
To  a  degree,  Carroll  accepted  all  of  these  criticisms.  Certainly  the  program  required 
much  more  money  to  run  than  the  meager  funds  spent  on  clients  in  traditional  workshops 
and  state  offices.  But  Carroll  believed  that  clients  both  needed  and  deserved  the  high 
quality  of  services  represented  by  the  St.  Paul’s  program.  From  his  military  and  VA 
experience,  he  was  aware  that  this  approach  had  successfully  rehabilitated  persons  so 
that  they  were  not  only  no  longer  dependent  on  the  public  dole  but  actually  were  suc¬ 
cessful  in  terms  of  raising  families,  building  careers,  contributing  to  the  community, 
and  paying  taxes.  Carroll  believed  that  the  combination  of  the  responsibility  to  help 
others  in  a  meaningful  way  and  the  prospect  of  economic  gain  for  the  community  justified 
developing  programs  that  went  well  beyond  those  that  could  be  supported  by  traditional 
small-scale  funding. 

Regarding  the  demanding  quality  of  the  St.  Paul’s  program,  Carroll  took  pride  in 
it  because  it  reflected  the  program’s  efforts  to  bring  out  the  best  in  the  trainees  and  the 
staff;  much  was  expected  of  everyone,  but  everyone  profited  in  terms  of  personal  pride 
and  self-confidence  as  a  result  of  participating.  He  believed  that  if  you  expected  the 
best  of  people,  you  would  more  likely  help  them  accomplish  something  admirable  and 
thus  help  them  set  their  self-respect  on  a  firm  basis. 

Consistent  with  his  belief  that  an  underlying  sense  of  pride  and  competence  was  essen¬ 
tial  to  successful  rehabilitation,  Carroll  believed  that  the  primary  focus  of  assistance 
should  be  to  help  blind  persons  develop  the  psychological  resources  by  which  they  could 
plan  for  and  implement  vocational  and  employment  activities  for  themselves.  Com¬ 
prehensive  rehabilitation  was  to  Carroll  the  foundation  of  adjustment  to  blindness,  and 
vocational  counseling  and  training  were  its  capstone.  Following  the  analogy,  Carroll 
argued  that  if  the  foundation  is  not  strong,  the  capstone  is  of  no  consequence.  He  was 
critical  of  state  agencies  and  other  centers  that  prided  themselves  on  placing  blind  clients 
in  workshops  without  first  tending  to  the  basic  needs  related  to  the  adjustment  to 
blindness. 

In  1958,  the  administrator  of  St.  Paul’s,  Gordon  B.  Connor,  moved  to  Pittsburgh  to 
establish  a  rehabilitation  center  based  on  the  St.  Paul’s  model.  These  two  were  the  only 
centers  purposely  established  to  implement  Carroll’s  notions  of  comprehensive 
rehabilitation. 

In  1963,  Carroll  established  the  American  Center  for  Research  in  Blindness  and,  in 
1965,  St.  Raphael’s  Geriatric  Adjustment  Center.  Both  institutions  reflected  his  domi¬ 
nant  interest  in  helping  the  most  needy  with  the  best  help  available.  He  hoped  that  research 
in  the  field  of  blindness  would  develop  new  types  of  assistance  and  at  the  same  time 
demonstrate  the  uselessness  of  many  of  the  popular  practices  within  the  field.  With 
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the  aging  of  the  country’s  population,  he  recognized,  before  most  other  planners,  the 
importance  of  providing  older  persons  with  good  services  for  their  health.  His  last 
published  paper  (Carroll,  1972)  was  a  speech  on  aging  given  when  he  was  awarded 
the  Leslie  Dana  Gold  Medal  Award  by  the  St.  Louis  Ophthalmological  Society  on 
March  25,  1971. 


CARROLL’S  THOUGHTS  ABOUT  BLINDNESS 

During  the  late  1950s,  Carroll  continuously  updated  and  expanded  his  notes.  With  the 
added  experience  of  developing  a  rehabilitation  center  along  the  lines  he  believed  proper, 
he  now  was  prepared  to  put  his  thoughts  into  book  form.  He  discussed  his  ideas  regularly 
with  the  St.  Paul’s  staff,  sharpening  and  clarifying  his  writing  with  their  help.  The  book, 
Blindness:  What  It  Is,  What  It  Does,  and  How  to  Live  with  It ,  was  published  in  1961. 

Although  the  title  of  the  book  suggests  that  it  is  a  handbook  or  even  cookbook  about 
blindness  and  how  to  adjust  to  it,  the  contents  are  more  a  compendium  of  Carroll’s  think¬ 
ing  about  blindness  in  general.  The  work  ranges  over  the  entire  field,  from  the  reaction 
of  the  person  to  his  or  her  own  blindness  to  the  organization,  structure,  and  functioning 
of  agencies  that  are  established  to  serve  blind  persons.  The  book  reflects  his  two  main 
thrusts:  the  dramatic,  damaging  impact  of  blindness  on  the  individual  and  the  respon¬ 
sibility  of  others  to  help,  both  individually  and  through  agencies.  Characteristically, 
Carroll  approaches  his  task  first  by  analyzing  the  problem  and  second  by  describing 
solutions.  This  pattern  is  most  clearly  seen  in  his  approach  to  the  impact  of  blindness 
on  the  individual.  He  describes  the  techniques  by  which  these  losses  may  be  mitigated 
or  restored. 

The  trademark  of  Carroll’s  approach  to  an  understanding  of  blindness  is  its  emphasis 
on  the  psychological  and  psychosocial  nature  of  the  experience  of  becoming  blind.  He 
considers  blindness  primarily  a  psychological  experience  for  the  individual  and  a  psy¬ 
chosocial  event  for  the  family  and  community.  He  gives  little  or  no  attention  to  the  physical 
changes  that  cause  blindness.  In  Carroll’s  thought,  blindness  is  a  personal  happening, 
and  his  attention  is  drawn  to  the  unique  ways  in  which  it  affects  the  individual.  He  uses 
the  concept  of  blindness  as  a  death,  a  concept  first  used  by  Cholden  (1958)  to  describe 
its  impact.  Blindness  is  a  death  in  the  sense  that  it  means  the  end  of  the  life  of  the  indi¬ 
vidual  as  a  sighted  person.  Carroll  considers  adaption  to  the  effects  of  blindness  as  a 
rebirth  in  which  the  individual  accepts  his  or  her  new  life  as  a  blind  person  and  respon¬ 
sibly  addresses  the  dramatic  demands  that  it  makes  upon  him  or  her.  The  parallel  bet¬ 
ween  the  Pauline  theology  of  baptism  as  the  death  of  the  old  person  and  the  birth  of 
the  new  Christian  is  obvious  in  Carroll’s  notion  of  blindness  and  the  power  of 
rehabilitation. 
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Carroll’s  20  losses  represent  his  detailed  analysis  of  how  the  loss  of  sight  affects  the 
general  ability  of  the  person  to  interact  and  maintain  himself  or  herself  physically  and 
socially  in  the  environment.  These  losses  are  broken  up  into  six  primary  groups.  Car- 
roll  deals  first  with  the  loss  of  specific  skills  having  to  do  with  simple  tasks  of  getting 
information  about  one’s  physical  environment  and  goes  on  to  more  devastating 
psychological  losses  that  result  from  losing  those  skills  that  contribute  so  much  to  one’s 
self-confidence  and  comfort  in  living. 

Carroll’s  techniques,  or  restoration,  describe  what  can  be  done  to  overcome  the  skill 
losses  and  to  restore  the  person’s  self-confidence  and  self-worth.  In  the  discussion  of 
restoration,  Carroll  immersed  the  blind  trainee.  Given  his  unusual  emphasis  on  the 
responsibility  of  the  blind  individual  to  take  care  of  himself  or  herself  and  the 
psychological  and  social  barriers  that  obstruct  doing  so,  it  is  not  unexpected  to  find 
heavy  emphasis  on  psychological  and  psychiatric  services  to  the  client.  What  seems 
unusual  is  his  insistence  that  his  staff  be  involved  in  group  therapy  in  order  to  help  deal 
with  attitudes  toward  blindness  and  with  the  personal  and  group  obstacles  within  the 
staff  opposing  the  efficient  operation  of  the  program. 

One  of  the  more  striking  characteristics  of  Carroll’s  approach  to  blindness  is  the 
unusual  activities  in  which  he  involved  blind  clients.  Activities  in  the  woodshop,  deep 
frying  of  foods,  and  fencing  were  offered  to  clients  not  to  develop  useful  skills  but  to 
help  them  deal  with  fear  of  the  unknown,  fear  of  physical  injury,  resistance  to  tackling 
difficult  tasks,  and  a  lack  of  confidence  in  the  remaining  senses  to  meet  daily  challenges. 
These  activities,  as  well  as  all  others  in  the  center,  were  part  of  the  pervasive  emphasis 
on  helping  the  client  develop  the  confidence  and  skills  necessary  to  take  responsibility 
for  himself  or  herself. 

The  description  of  the  losses  and  the  techniques  of  restoration  accounts  for  about 
three-quarters  of  the  book.  Carroll  devotes  the  last  quarter,  parts  three  and  four,  to 
other  subjects  that  interested  him.  Part  three  contains  his  thoughts  about  problems 
associated  with  different  types  of  blind  clients,  including  congenitally  blind,  deaf-blind, 
physically  handicapped  blind,  and  mentally  handicapped  blind  people.  Part  four  is  devoted 
to  his  comments  about  organizations  serving  the  blind.  Here  Carroll  describes  in  greater 
detail  his  philosophy  of  blindness,  which  stresses  the  fostering  of  independence  rather 
than  dependence.  He  is  critical  of  traditions  within  agencies  for  the  blind  that  he  con¬ 
sidered  deleterious  to  the  well-being  of  clients. 

Never  a  supporter  of  segregated  workshops,  Carroll  could  accept  them  only  as  a  short¬ 
term  necessity  and  recommended  that  in  order  to  protect  blind  persons  from  unfair  labor 
practices,  the  shops  be  unionized  and  a  union  member  representing  the  clients  serve 
on  the  board  of  directors,  a  suggestion  not  readily  accepted  by  administrators  of  work¬ 
shops.  He  deals  with  the  problem  of  blind  versus  sighted  staff,  recommending  that 
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selection  of  staff  be  based  on  the  simple  principle  of  what  is  best  for  the  client.  He 
believed  that  rigid  preference  for  blind  staff  was  unfair  to  both  sighted  and  blind  persons 
and  that  this  practice  would  lead  agencies  to  become  sheltered  workshops  themselves. 

Although  he  supported  the  hiring  of  sighted  staff,  he  recognized  the  difficulty  they 
have  in  understanding  the  problems  of  blindness,  and  he  devotes  a  chapter  to  the  use 
of  oculars  as  part  of  training  and  staff  development  for  everyone,  even  the  partially 
sighted  staff.  Finally,  as  is  fitting  for  this  man  of  God,  Carroll  closes  the  book  with 
an  appendix  devoted  to  the  religious  care  of  blind  persons. 


CONCLUSION 

During  the  1950s  and  1960s,  no  figure  in  work  for  blind  persons  was  so  influential  or 
contributed  so  much  to  rehabilitation  programs  throughout  the  nation  as  Father  Tom 
Carroll.  The  range  of  his  interests  was  unusually  broad;  his  interpersonal  skills  were 
finely  tuned  to  group  and  personal  issues  that  plagued  the  field  during  the  period.  He 
had  a  simple  but  unique  vision  about  individual  and  community  responsibility  to  blind 
persons  and  their  responsibility  to  each  other  and  had  the  energy  generated  by  a  life 
devoted  to  service  to  make  a  reality  of  that  vision. 

As  busy  as  he  was  in  activities  related  to  blindness,  Carroll  remained  active 
as  a  priest  throughout  his  life.  He  was  an  active  member  of  his  church’s  Liturgical  Coun¬ 
cil,  having  been  appointed  to  that  national  body  by  Boston’s  Cardinal  William  O’Con¬ 
nell  in  1942.  Although  still  a  young  man,  he  gave  his  first  paper  (Carroll,  1942)  at  its 
annual  meeting  that  same  year  and  served  as  president  of  the  council  from  1945  to  1949; 
he  continued  to  present  papers  on  religious  topics  for  the  rest  of  his  life  (see  Carroll, 
1943, 1944,  1946,  1947,  1949,  1953,  1956a,  1960b,  and  1964).  He  was  active  in  the  civil 
rights  movement,  participating  in  demonstrations  in  the  South  as  well  as  in  the  North. 
He  was  one  of  the  organizers  of  the  group  of  Boston  clergy  who  traveled  to  Alabama 
in  1965  to  participate  in  the  Selma  march,  and  he  was  an  early  public  critic  of  the  war 
in  Vietnam.  When  all  of  his  activities  are  considered  together,  one  appreciates  the  in¬ 
tensity  of  his  commitment  to  work  toward  peace  and  justice.  He  continued  his  Master’s 
work  and  deserves  the  ancient  title  given  to  other  worthy  Christian  leaders:  Servus  Ser- 
vorum  Dei— servant  of  the  servant  of  God.  Father  Tom  was  an  unusual  person,  worthy 
of  study  and  imitation,  and  his  values  and  vision  are  as  relevant  today  as  they  were  40 
years  ago. 
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FATHER  THOMAS  J.  CARROLL, 
MENTOR  AND  FRIEND 

William  F.  Gallagher 


I  FIRST  MET  FATHER  THOMAS  J.  CARROLL  in  1941  at  the  Perkins  School 
for  the  Blind  in  Watertown,  Massachusetts,  and  had  no  idea  that  he  would  play  a  signifi¬ 
cant  role  in  my  life  for  the  next  30  years.  Although  he  died  in  1971, 1  feel  his  influence 
to  this  day. 

Father  Carroll  was  teaching  religion  during  my  first  year  at  Perkins.  Each  week, 
on  Thursday  afternoon,  the  various  clergy  would  visit  the  school  and  teach  religion 
to  the  Catholic,  Protestant,  and  Jewish  students.  Father  Carroll  was  quite  popular  not 
only  with  the  Catholics  but  with  all  the  students.  You  might  say  that  he  was  part  of 
the  gang.  He  would  sit  around  after  class  and  enjoy  bull  sessions  with  the  students. 
In  the  process,  he  asked  a  lot  of  questions  about  blindness  and  how  the  students  were 
able  to  function,  but  most  of  his  questions  were  indirect  and  students  felt  comfortable 
with  him. 

Carroll  had  been  ordained  a  priest  in  1938,  and  his  first  assignment  was  to  be  the 
assistant  director  of  the  Catholic  Guild  for  the  Blind  in  Boston.  When  I  met  him  three 
years  later,  he  was  still  new  to  the  “field  of  blindness”;  he  was  still  learning  about 
the  fundamental  experiences  of  blindness.  In  fact,  Father  Carroll  was  still  learning 
about  blindness  until  the  day  he  died.  He  wanted  to  know  what  blindness  did  to  the 
individual  and  how  it  affected  the  individual’s  family  and  the  community. 

Carroll  was  tall,  personable,  and  so  good  looking  that  the  women  would  often  say, 
“Too  bad  he  became  a  priest.  He  would  have  made  a  nice  husband.”  Although  some 
people  thought  Carroll  was  shy,  others  felt  he  was  outgoing.  Whatever  the  case,  he 
seemed  to  be  most  at  home  with  the  young  students,  though  people  of  all  ages  and 
from  all  different  backgrounds  enjoyed  his  company.  He  was  acutely  interested  in  blind¬ 
ness  and  often  talked  about  it  but  was  anything  but  a  drone  on  the  subject.  In  fact, 
he  had  a  great  sense  of  humor  and  was  a  good  conversationalist.  He  was  fun  to  be  with. 


A  FRIENDSHIP’S  BEGINNINGS 

Although  I  met  Father  Carroll  in  my  first  year  at  Perkins,  three  years  after  I  became 
blind,  I  didn’t  get  to  know  him  well  for  several  years.  Before  enrolling  at  Perkins  at 
age  18, 1  had  been  out  of  school  for  three  years  and  had  a  great  deal  of  catching  up 
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to  do.  I  had  no  intentions  of  going  on  for  higher  education;  for  one  thing,  my  grades 
in  public  high  school  wouldn’t  have  allowed  it.  At  Perkins,  however,  I  became  interested 
in  going  to  college  and  made  arrangements,  near  the  end  of  my  senior  year,  to  stay  on 
for  one  more  year  and  complete  a  postgraduate  course  to  prepare  me  for  college. 

At  about  this  time,  Father  Carroll  took  a  real  interest  in  me,  and  I  got  to  know  him 
well  enough  to  be  comfortable  discussing  my  educational  goals  and  future  plans  with 
him.  He  wanted  to  know  how  I  felt  about  going  to  college,  what  I  wanted  to  major  in, 
and  what  school  I  wanted  to  attend.  He  always  needled  me,  saying  that  there  was  only 
one  school  to  attend  and  that  was  the  College  of  the  Holy  Cross  in  Worcester, 
Massachusetts,  his  alma  mater.  I  told  him  that  I  rooted  for  the  Boston  College  football 
team,  archrivals  of  Holy  Cross. 

At  Perkins,  some  of  us  had  the  privilege  of  riding  occasionally  with  Father  Carroll 
to  visit  his  summer  home  in  Gloucester,  Massachusetts.  There,  we  met  his  mother  and 
father  and  seven  sisters,  a  family  so  hospitable  that  their  home  became  a  hangout  for 
some  of  us  during  the  summer.  During  these  visits,  which  we  enjoyed  a  great  deal, 
Father  Carroll  discussed  blindness,  again  in  indirect  ways. 

One  day  after  class  in  1943,  he  asked  if  I  had  any  plans  and  said,  “If  not,  let’s  take 
a  ride.”  This  was  to  be  the  first  of  many  trips  I  would  take  with  Father  Carroll,  and 
it  would  have  a  lasting  effect  on  my  life.  “I  hear  you’ve  been  accepted  at  Boston  College 
and  Boston  University,”  he  said.  And  then  he  asked  if  I  would  like  to  go  to  Holy  Cross. 
Would  I  like  to  see  and  be  interviewed  by  the  president  of  the  college,  Father  Joseph 
R.  N.  Maxwell,  S.J.? 

We  talked  a  great  deal  about  what  a  college  such  as  Holy  Cross  would  do  for  me 
academically,  how  it  could  help  me  adjust  to  living  with  classmates  in  a  dormitory  and 
keep  up  with  them  socially  as  well  as  academically.  Carroll  felt  the  experience  would 
help  to  round  out  both  my  social  and  educational  training.  If  I  attended  either  Boston 
College  or  Boston  University,  I  would  live  either  at  Perkins  or  in  a  boardinghouse  and 
wouldn’t  get  to  spend  much  time  with  classmates.  Carroll  stressed  the  fact  that  at  Holy 
Cross  I  would  meet  more  people  and  develop  long-lasting  friendships  with  classmates. 

Consequently,  I  agreed  to  see  the  college  president,  which  meant  taking  another  drive 
with  Father  Carroll.  On  the  way  to  Holy  Cross  for  my  interview  with  the  president, 
Father  Carroll  spent  a  great  deal  of  time  indirectly  preparing  me  for  the  interview.  When 
we  arrived,  Carroll  met  with  the  president  first,  then  I  went  in,  and  then  we  both  went 
in  together.  Father  Carroll’s  reason  for  going  in  ahead  of  me  was  that  Father  Maxwell 
had  never  been  in  close  contact  with  a  blind  person;  Carroll  felt  he  might  be  uneasy 
with  the  interview,  wondering  all  the  while  if  a  blind  person  could  carry  out  the  deman¬ 
ding  academic  program  at  Holy  Cross.  In  addition,  Maxwell  had  indicated  that  he  was 
looking  for  a  student  who  would  be  active  in  student  government  and  other  extracur- 
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ricular  activities.  Carroll  mentioned  that  I  had  been  vice-president  of  my  class  at  Perkins. 
What  he  didn’t  mention  was  that  the  class  had  two  members.  The  president  gave  me 
a  four-year  scholarship  to  the  Cross.  The  groundwork  that  Carroll  had  laid— his  analysis 
of  my  educational  and  social  needs,  his  preparation  for  the  interview,  the  thoughtfulness 
of  his  approach  to  Father  Maxwell— was  typical  of  his  thoroughness  and  dedication  in 
helping  blind  persons. 


MENTOR  AND  FRIEND:  THE  EARLY  YEARS 

The  summer  before  going  to  college,  I  spent  a  great  deal  of  time  traveling  with  Father 
Carroll.  We  visited  Old  Farms  Convalescent  Hospital  School  for  the  War  Blinded  Ser¬ 
vice  Men  in  Avon,  Connecticut,  and  Valley  Forge  Hospital  in  Phoenixville,  Pennsylvania, 
the  hospital  at  which  newly  blinded  servicemen  received  medical  attention.  Both  facilities 
were  operated  by  the  army. 

By  this  time,  Father  Carroll  was  gaining  national  recognition  as  an  authority  on  blind¬ 
ness.  He  traveled  frequently  to  Washington  and  other  appropriate  places  to  see  what 
was  needed  for  the  war-blinded  servicemen.  He  was  especially  concerned  about 
rehabilitation  for  the  adventitiously  blind  person.  He  felt  that  knowing  more  about  the 
adventitiously  blind  would  also  lead  to  greater  knowledge  about  congenital  blindness. 
Nonetheless,  the  congenitally  blind  persons  he  worked  with  at  the  Catholic  Guild  for 
All  the  Blind  in  Boston  began  to  sense  that  he  was  being  drawn  away  from  them  by 
his  increasing  activities  in  behalf  of  blinded  veterans.  To  a  degree,  they  were  justified 
in  their  feelings.  Although  Carroll  was  still  carrying  out  his  regular  duties  as  director 
of  the  Guild,  he  would  eventually  devote  his  full  attention  to  adventitiously  blind  people 
when  he  set  up  St.  Paul’s  Rehabilitation  Center  in  Newton,  Massachusetts,  in  1954. 

During  one  trip  to  Old  Farms,  we  spent  a  great  deal  of  time  talking  about  rehabilita¬ 
tion.  Carroll  wanted  to  know  what  services  a  newly  blinded  serviceman  needed  in  order 
to  be  rehabilitated.  He  wanted  to  figure  out  the  essential  components  of  a  comprehen¬ 
sive  rehabilitation  program  for  adventitiously  blind  persons. 

On  another  occasion  we  had  a  long  discussion  about  mobility.  He  knew  I  didn’t  like 
to  use  a  cane  or  a  dog  when  traveling.  In  fact,  I  never  used  them.  Though  curious,  he 
did  not  ask  directly,  “Why  do  you  feel  uncomfortable  traveling  with  a  cane?”  Rather, 
he  phrased  the  question  indirectly:  “I  wonder  why  some  blind  people  are  uneasy  with 
either  a  dog  or  a  cane.”  As  a  result,  I  felt  more  comfortable  talking  about  the  subject, 
and  it  helped  me  to  sort  out  my  own  true  feelings  about  it.  Eventually,  I  grew  com¬ 
fortable  enough  with  the  idea  of  using  a  cane  that  I  began  to  experiment  and  to  use 
one  regularly  when  needed.  Carroll’s  indirect  approach  was  to  become  his  hallmark, 
and  it  was  a  key  to  his  success  as  a  leader  in  the  field. 
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I  didn’t  realize  until  my  later  trips  to  Avon  and  to  Valley  Forge  that  Father  Carroll 
was  setting  me  up  as  a  role  model  for  some  of  the  young  blinded  servicemen.  He  intro¬ 
duced  me  to  many  of  them  on  an  individual  basis,  and  I  would  discuss  with  them  how 
I  functioned,  what  I  could  and  couldn’t  do,  and  the  reasons  why.  A  lot  had  to  do  with 
how  you  relate  to  sighted  persons  and  knowing  when  to  take  assistance  and  when  to 
do  things  on  your  own. 

At  Avon,  Father  Carroll  had  me  take  a  battery  of  psychological,  educational,  and 
vocational  tests  designed  for  newly  blinded  persons.  He  knew  I’d  do  well  on  them  because 
I  was  reasonably  well  adjusted  to  blindness  by  that  time.  He  had  me  take  the  tests  so 
that  the  newly  blinded  servicemen  would  gain  confidence  in  the  process  of  rehabilita¬ 
tion  by  seeing  the  results  of  an  individual  who  had  already  been  through  it. 

Carroll  delighted  in  proving  that  blind  persons  could  do  many  things  that  the  public 
at  large  and  blind  people  themselves  were  skeptical  about.  Once,  at  Avon,  someone 
remarked  that  blind  people  couldn’t  learn  to  use  roller  skates.  Consequently  Carroll 
brought  me  into  Hartford  at  midnight  to  a  roller-skating  parlor  and  borrowed  a  pair 
of  skates.  Next  morning,  he  had  me  back  at  Avon  doing  my  version  of  “Swan  Lake” 
on  roller  skates  in  the  parking  lot. 

Father  Carroll  was  one  of  a  group  of  young  workers  who  remained  in  the  field  of 
blindness  after  World  War  II  and  became  prominent  in  the  years  to  come— people  such 
as  Warren  Bledsoe,  Kathem  (Kay)  Gruber,  Russell  Williams,  Dr.  Richard  Hoover,  Dr. 
William  Thompson,  and  Irvin  Schloss.  These  people  were  leaders  in  the  field  for  many 
years,  and  it’s  hard  to  imagine  what  the  field  would  have  been  like  without  them. 

In  the  mid-forties,  however,  Father  Carroll  faced  a  real  dilemma.  Should  he  stay  in 
Boston  and  work  with  blind  persons  on  an  individual  basis,  or  should  he  step  onto  the 
national  scene,  where  he  might  influence  the  philosophy  and  direction  of  services  and 
help  to  improve  the  delivery  system  in  the  field  of  blindness?  It  was  a  decision  similar 
to  one  I  would  have  to  make  years  later  and  one  that  many  people  in  the  field  have  to 
grapple  with  at  some  point  in  their  careers. 

Carroll  tried  to  determine  where  he  could  make  the  most  impact  on  the  system.  One 
of  the  big  issues  that  attracted  his  enthusiasm  was  that  he  might  be  able  to  help  change 
the  general  public’s  attitude  toward  blindness  while  changing  the  attitude  of  the  blind 
individual  toward  the  general  public.  However,  if  he  left  Boston,  what  would  happen 
to  those  people  to  whom  he  could  no  longer  give  individual  attention?  The  decision 
was  hard  for  him;  he  was  so  close  to  many  of  us  on  an  individual  basis.  He  and  I  discussed 
this  issue  during  many  of  our  trips  in  the  car.  Eventually,  he  decided  to  step  onto  the 
national  scene,  and  his  influence  there  was  great. 

During  another  ride,  Father  Carroll  and  I  got  into  a  discussion  about  some  aspect 
of  blindness.  Whatever  it  was  he  said  angered  me,  and  I  didn’t  speak  to  him  for  many 
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miles.  Finally,  I  coughed  a  couple  of  times.  He  looked  over  at  me  and  said,  “If  you 
keep  that  up,  I’ll  join  the  Trappists.”  His  comment  broke  the  stony  silence,  and  we 
resumed  our  discussion  about  blindness.  Humor  was  another  important  aspect  of  Car- 
roll’s  personality  and  made  him  likable  and  effective  as  a  leader. 

Father  Carroll  was  always  on  the  go,  and  he  made  good  use  of  his  time.  He  kept  a 
dictating  machine  in  his  car,  which  he  used  for  letters  and  other  correspondence  and 
for  drafting  a  rough  outline  for  his  future  book.  He  enjoyed  needling  people,  was  good 
at  practical  jokes,  and  made  you  think.  He  believed  strongly  that  blind  persons  should 
be  part  of  the  community,  be  social,  and  compete  with  sighted  persons.  He  was  very 
insightful  about  blindness;  he  could  tell  if  a  blind  person,  especially  the  newly  blinded 
person,  was  uncomfortable  or  tense  when  he  or  she  was  with  sighted  individuals.  He 
never  made  you  do  more  than  you  were  capable  of  doing,  but  at  the  same  time  he  worked 
with  you  to  bring  out  your  maximum  ability  to  function  as  an  independent  person. 

Naturally  enough,  Father  Carroll  had  little  patience  with  agencies  and  schools  that 
fostered  an  atmosphere  of  ownership  in  which  decisions  were  made  for  blind  persons, 
who  consequently  became  more  dependent  than  independent— a  condition  that  was  just 
the  opposite  of  what  Carroll  believed  was  necessary.  Carroll  also  strongly  opposed  agen¬ 
cies  that  used  tearjerker  fund-raising  appeals  that  perpetuated  the  stereotype  of  blind 
persons  as  beggars  with  tin  cups  who  were  consigned  to  lives  of  darkness.  Whenever 
Carroll  spotted  such  abuses,  he  responded  with  strong  letters  of  protest  and  redoubled 
his  personal  efforts  to  erase  such  misconceptions  by  the  general  public. 

In  fact,  Carroll  became  the  conscience  of  the  field  of  blindness,  a  force  to  be  reckoned 
with.  He  had  the  courage  to  say  what  he  believed  and  to  put  it  into  print.  By  virtue 
of  his  passion  and  conviction,  he  achieved  such  stature  that  whether  or  not  people  liked 
him,  they  always  considered  what  his  reaction  or  thoughts  would  be  about  any  new  pro¬ 
grams  they  sought  to  establish. 


POSTGRADUATE  TURNING  POINTS 

When  I  was  graduated  from  college,  Father  Carroll  attended  the  ceremonies.  He  asked 
about  my  plans,  and  I  told  him  that  I  wasn’t  quite  sure  what  to  do.  All  indications 
were  that  I  would  be  going  on  to  graduate  school  in  the  field  of  social  work.  I  wasn’t 
sure  what  phase  of  the  work  I  was  interested  in,  but  I  knew  I  wanted  to  be  a  social 
worker.  I  also  explained  to  Father  Carroll  that  some  of  the  faculty  and  alumni  were 
suggesting  various  other  occupations  I  might  enter.  They  would  say,  “You  would  be 
a  natural  for  this,’’  or  “You  have  the  right  personality  to  go  into  that  type  of  business.” 
Some  of  this  subjective  counseling  confused  me  about  what  I  really  wanted  to  do. 
At  such  times,  Father  Carroll  was  a  big  help  in  making  me  sift  through  what  was 
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fantasy  and  what  was  reality,  what  was  my  decision  and  what  was  being  decided  by 
someone  else. 

Finally,  I  decided  to  attend  graduate  school,  was  accepted  at  Boston  College  School 
of  Social  Work,  and  received  a  two-year  scholarship.  Were  it  not  for  the  scholarship, 
I  would  not  have  been  able  to  enroll.  However,  by  that  September,  I  was  getting  cold 
feet.  Would  I  be  able  to  do  graduate  work?  Where  would  I  live?  The  school  had  no 
dormitories  at  that  time.  I  had  been  comfortable  on  the  campus  at  Holy  Cross;  I  was 
independent  and  had  memorized  all  the  stairs  and  buildings.  Whenever  I  left  the  grounds, 
I  always  had  a  sighted  classmate  with  me.  Graduate  school  would  be  a  little  different. 
I’d  be  on  my  own. 

Again,  Father  Carroll  came  to  the  rescue.  We  took  a  few  long  rides  that  summer  and 
made  some  practical  plans  about  where  I  would  live  and  how  I  would  function  in¬ 
dependently  in  the  city  of  Boston.  Mobility  was  a  problem;  I  still  had  not  given  in  to 
the  cane  or  the  dog.  Temporary  arrangements  were  made  for  me  to  live  with  Father 
Carroll’s  sister  and  brother-in-law,  who  happened  to  be  a  psychiatrist.  I  used  sighted 
guides  to  go  from  my  living  quarters  to  the  school  until  I  made  friends  with  a  classmate 
and  we  rented  a  place  of  our  own. 

The  years  at  Boston  College  were  a  real  growing-up  period  for  me,  a  turning  point.  Was 
I  going  to  function  independently,  or  should  I  look  for  a  program  that  would  shelter  me  and 
make  me  more  dependent?  Throughout  this  period,  I  received  precounseling  from  Father 
Carroll.  However,  in  the  first  semester,  I  didn’t  do  too  well  in  my  exams.  I  was  just 
too  preoccupied.  Going  into  the  exams  in  the  second  semester,  I  was  uncomfortable 
again  and  quite  depressed  and  didn’t  think  I  would  do  well.  I  felt  like  quitting. 

One  night  before  an  exam,  I  called  Father  Carroll.  He  said  that  he  had  a  meeting 
but  it  would  be  over  by  10:00,  and  he  would  pick  me  up  and  we’d  take  a  drive.  He  also 
said,  “Don’t  study.  Don’t  open  a  book.”  We  rode  until  3:00  in  the  morning;  we  took 
Route  9  to  the  New  York  state  line,  turned  around,  came  back,  and  went  up  to  New 
Hampshire  and  back.  At  3:00  a.m.  he  dropped  me  off  where  I  was  living.  I  slept  for 
a  few  hours,  took  the  three-hour  exam  at  8:00  a.m. ,  and  knocked  off  the  highest  grade 
that  I  had  ever  received  in  graduate  school.  The  night  ride  must  have  helped. 

I  was  not  the  only  one  who  leaned  on  Father  Carroll;  there  were  many  other  blind 
persons  who  sought  his  help,  counseling,  and  advice.  He  was  good  to  all  of  us  and  had 
plenty  of  time  for  us. 

My  second  year  of  graduate  school  went  reasonably  well,  and  I  was  looking  forward 
to  working  after  graduation.  I  thought  I  had  been  in  school  long  enough.  I  started  ap¬ 
plying  for  jobs  but  was  being  turned  down;  I  blamed  it  on  the  notion  that  agencies  wouldn’t 
hire  a  blind  person.  I  grew  angry  and  questioned  why  I  had  even  bothered  to  attend 
graduate  school.  My  classmates  were  also  having  a  hard  time  finding  jobs. 
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Finally,  I  called  my  buddy  Father  Carroll  and  said,  “Look,  Father,  I’ve  decided  to 
take  a  job  with  the  Commission  for  the  Blind.  I  would  be  a  natural.  I’m  blind,  went 
to  Perkins,  have  a  master’s  in  social  work.  Just  think  what  I  could  do.’’  Father  Carroll 
said,  “At  this  time,  Bill,  I  don’t  think  you  have  as  much  to  offer  as  you  might  in  the 
future.”  He  suggested  that  I  find  a  job  in  a  generic  program  and  then,  after  that  ex¬ 
perience,  decide  in  a  more  objective  way  whether  I  wanted  to  come  into  the  field  of 
blindness. 

I  disagreed  with  Father  Carroll  at  that  time  but  followed  his  advice.  He  was  right, 
and  things  worked  out.  I  finally  landed  a  job  in  child  welfare  for  the  city  of  Boston 
working  with  dependent  and  neglected  children.  It  was  great  experience,  and  I  received 
good  supervision.  I  also  gained  confidence.  After  working  with  neglected  children  for 
five  years,  I  received  a  call  from  Father  Carroll.  He  was  opening  St.  Paul’s  Rehabilita¬ 
tion  Center  for  the  Newly  Blinded,  a  service  of  the  Catholic  Guild  for  All  the  Blind, 
and  he  asked  me  to  join  the  staff  as  the  social  worker.  I  was  excited  about  the  offer 
but  told  him  that  I  would  have  to  think  about  it.  I  enjoyed  what  I  was  doing  and  was 
growing  professionally.  About  a  week  later,  I  called  Father  Carroll  to  tell  him  that  join¬ 
ing  the  staff  at  St.  Paul’s  would  be  an  exciting  challenge. 


LATER  YEARS 

My  relationship  with  Father  Carroll  was  changing  again.  First,  he  had  been  my  religion 
teacher,  then  educational  counselor,  advisor,  and,  most  of  all,  a  friend;  now  he  was 
going  to  be  my  boss.  As  they  say  in  social  work,  developing  a  new  relationship  with 
Father  Carroll  took  some  working  through.  After  I’d  worked  for  about  five  years  at 
St.  Paul’s,  people  in  the  field  were  saying  that  it  was  time  I  moved  on  if  I  wanted  to 
move  up  in  the  blindness  system.  I  needed  experience  in  other  parts  of  the  country. 
In  some  ways,  they  thought  I  was  too  close  to  Father  Carroll  and  his  program. 

I  was  just  about  ready  to  move  on  when  Father  Carroll  offered  me  a  position  as  chief 
of  professional  services  at  the  headquarters  of  the  Catholic  Guild  for  All  the  Blind  in 
Boston.  Once  again,  a  new  challenge  and  a  new  opportunity  had  arisen,  and  I  had  the 
chance  to  grow  professionally.  I  worked  at  this  position  for  about  three  years  and  then 
was  invited  to  go  to  Pittsburgh  by  Gordon  Connor,  who  had  worked  at  St.  Paul’s  and 
then  moved  on  to  direct  the  Greater  Pittsburgh  Guild  for  the  Blind.  Connor  asked  me 
to  help  set  up  a  rehabilitation  program  in  Pittsburgh  similar  to  that  at  St.  Paul’s.  It  was 
an  exciting  prospect— an  opportunity  to  spread  the  Carroll  philosophy  about  blindness. 
I  think  Carroll  felt  that  I  was  ready  to  go,  but  he  also  had  other  plans  for  me. 

Nonetheless,  I  decided  on  Pittsburgh,  and  it  was  a  good  decision.  My  work  at  the 
Pittsburgh  Guild  included  training  the  professional  staff,  hiring  new  staff,  establishing 
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new  rehabilitation  services,  interviewing  clients,  and  putting  the  new  program  into  effect. 
Eventually,  Dr.  Connor  moved  to  Washington,  D.C. ,  and  I  became  director  of  the  Guild. 

Again,  my  relationship  with  Father  Carroll  changed.  Although  we  were  peers,  col¬ 
leagues,  and  fellow  workers,  he  was  still  my  mentor.  I  enjoyed  helping  to  set  up  the 
Greater  Pittsburgh  Guild  for  the  Blind  and,  in  the  process,  exchanging  ideas  with  Father 
Carroll.  We  discussed  the  problems  of  being  an  administrator  and  running  a  program 
without  money.  I  was  directing  a  new  program  that  didn’t  have  a  heavy  endowment. 
And  now  that  I  was  in  a  leadership  position  and  came  into  contact  with  other  directors, 
Carroll  and  I  discussed  who  were  the  real  leaders  in  the  field  as  opposed  to  the  ones 
who  held  title  only.  Carroll  could  spot  a  phony  a  mile  away. 

Throughout  my  tenure  in  Pittsburgh,  I  tested  Carroll’s  book  and  philosophy.  Doing 
so  in  a  new  territory  proved  exciting.  The  Carroll  philosophy  was  expressed  best  in 
his  book,  Blindness:  What  It  Is,  What  It  Does,  and  How  to  Live  with  It.  By  the  way, 
Carroll  had  originally  titled  the  book  Blindness:  A  Multiple  Handicap  but  felt  that  the 
public  and  professionals  would  misread  it  and  think  the  book  dealt  with  persons  who 
are  multihandicapped.  Carroll’s  thesis  was  that  an  adult  who  becomes  blind  loses  not 
only  sight  but  also  loses  20  specific  things  related  to  it.  The  job  of  the  rehabilitation 
center  program,  he  believed,  was  to  restore  or  find  a  substitution  for  each  one  of  these 
losses.  The  identification  of  “20  losses,”  as  Carroll’s  concept  became  popularly  known, 
was  the  result  of  Carroll’s  comprehensive  analysis  of  blindness  derived  from  more  than 
20  years  of  study  and  experimentation. 

As  Carroll  saw  it,  a  good  rehabilitation  program  included  two  main  components:  instruc¬ 
tion  and  counseling.  The  instruction  was  based  on  sensory  training  designed  to  ensure  that 
a  blind  person  gets  full  use  of  the  other  senses  in  order  to  make  the  best  use  of  skills  such 
as  communication,  orientation  and  mobility,  and  techniques  of  daily  living.  He  believed 
strongly  that  the  development  of  sensory  training  was  even  more  important  than  learning 
the  proper  use  of  a  cane.  The  second  part  of  the  Carroll  rehabilitation  program  involved 
counseling  on  both  the  individual  and  the  group  level .  In  a  nutshell ,  this  is  the  program  he 
put  into  practice  at  St.  Paul’s  Rehabilitation  Center,  where  it  was  highly  effective. 

Father  Carroll  came  to  Pittsburgh  at  various  times  to  help  with  in-service  training 
because  we  had  a  brand-new  staff.  Rather  than  lecture,  Carroll  preferred  to  be  a  group 
leader  in  a  dynamic  group  setting.  He  worked  hard  on  staff  so  that  they  would  know 
not  only  their  disciplines  but  also  their  true  feelings  about  blindness  and  blind  persons. 
He  believed  that  group  therapy  was  extremely  important  for  the  staff  and,  consequently, 
held  a  group  meeting  at  St.  Paul’s  once  a  week  with  an  outside  psychiatrist  or  psychologist 
leading  the  group.  We  did  the  same  in  Pittsburgh  with  good  results. 

In  hiring  new  employees,  Carroll  wanted  first  to  know  how  sincere  the  applicant  was 
in  his  or  her  commitment.  He  probed  the  individual  in  order  to  discover  his  or  her 
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attitude  toward  blindness  and  to  see  how  comfortable  he  or  she  was  in  talking  about 
blindness.  The  individual’s  response  weighed  more  heavily  with  Carroll  than  his  or 
her  educational  background  or  prior  work  experience.  Having  seen  how  well  this 
approach  worked  for  Father  Carroll,  I  adopted  it  myself  in  Pittsburgh  and  still  consider 
it  the  best  way  to  assemble  a  staff  of  top-notch  people. 

As  an  aside,  I  should  mention  that  although  Carroll’s  book  was  highly  praised,  he 
was  very  uneasy  about  giving  permission  for  it  to  be  recorded  by  the  Talking  Book  pro¬ 
gram.  He  feared  that  a  newly  blinded  person  might  become  overwhelmed  by  the  first 
part  of  the  book,  which  analyzes  the  20  losses  in  comprehensive  fashion.  Unlike  reading 
the  printed  book  with  a  sighted  person  who  would  be  present  to  discuss  the  blind  per¬ 
son’s  feelings,  a  blind  person  listening  to  a  Talking  Book  alone  might  become  depress¬ 
ed  by  the  sheer  cumulative  weight  of  the  analysis.  If  the  blind  person  read  the  book 
in  braille,  the  fact  that  he  or  she  had  learned  braille  was  a  good  sign  that  he  or  she 
was  already  pretty  comfortable  being  blind. 

Carroll  did  give  permission,  finally,  to  record  the  book  because  he  felt  that  it  would 
be  the  only  chance  some  blind  persons  would  have  to  read  it,  and  he  didn’t  feel  that 
they  should  be  deprived  of  that  opportunity.  In  the  recorded  edition,  Father  Carroll 
added  an  introduction  that  instructs  the  listener  to  read  only  a  few  pages  at  a  time  and 
to  throw  it  out  the  window,  toss  it  aside,  or  return  it  to  the  library  and  maybe  pick  it 
up  at  a  later  date  should  he  or  she  become  uneasy. 

After  about  five  years  in  Pittsburgh,  I  was  invited  to  join  the  staff  at  the  New  York 
Association  for  the  Blind,  the  Lighthouse.  Wesley  Sprague  had  recently  joined  the  staff 
as  executive  director  and  was  reorganizing  many  of  the  departments.  He  invited  me 
to  assist  him  in  reorganizing  the  rehabilitation  department.  I  had  met  Wes  when  we 
were  both  members  of  the  Commission  on  Standards  and  Accreditation  of  Services  for 
the  Blind  (COMSTAC)  for  the  American  Foundation  for  the  Blind  (AFB).  His  offer 
was  another  exciting  prospect. 

Before  deciding  what  to  do,  I  talked  with  Father  Carroll.  He  was  a  little  uneasy  about 
my  move  and,  for  many  reasons,  wasn’t  sure  if  it  was  the  best  one  for  me.  However, 
I  took  the  new  job.  After  I’d  been  at  the  Lighthouse  a  couple  of  years,  Carroll  saw  the 
direction  in  which  Sprague  was  going  with  his  programs  and  was  much  more  comfor¬ 
table  about  my  move. 

In  1972,  the  year  after  Father  Carroll’s  death,  I  was  invited  to  join  the  staff  of  AFB. 
I  had  been  at  the  Lighthouse  as  director  of  rehabilitation  for  about  seven  and  a  half 
years,  and  although  the  opportunity  to  join  AFB  was  exciting  and  challenging,  I  wished 
that  Father  Carroll  was  around.  A  couple  of  long  drives  in  his  car  would  have  helped 
with  my  decision.  To  this  day,  as  I  plan  and  administer  the  large  program  at  AFB,  I 
miss  those  rides  as  I  make  decisions. 


FATHER  THOMAS  J.  CARROLL’S 
CONTRIBUTION  TO  THE 
DEVELOPMENT  OF  PERCEPTUAL 
REHABILITATION 

Robert  Amendola 

Thomas  j.  carroll  had  come  to  work  with  the  blind  to  fulfill 

his  priestly  vow  of  obedience  at  his  ordination  to  the  Catholic  priesthood  in  1938.  His 
first  assignment  as  “Father”  Carroll  was  to  assist  in  developing  services  and  care  for 
blind  persons  through  the  newly  established  Catholic  Guild  for  the  Blind  in  Boston, 
Massachusetts.  It  became  his  own  choice,  however,  to  make  a  career  of  this  assign¬ 
ment,  adding  to  his  concern  for  individual  blind  persons  (always  his  first  motivation) 
a  study  of  the  problems  inherent  in  blindness  itself  as  an  appropriate  means  to  that  end. 

As  Father  Carroll’s  experience  and  insight  increased,  he  came  to  see  many  serious 
gaps  in  the  service  he  had  undertaken,  in  what  he  himself  was  doing,  and  in  the  general 
field  of  work  for  blind  people.  These  gaps  made  services  less  effective.  Achievements 
in  one  or  another  aspect  of  rehabilitation  all  too  often  were  undermined  or  sabotaged 
by  other  basic  needs  of  a  blind  person  not  yet  recognized  or  addressed.  These  weak¬ 
nesses  were  certainly  not  attributable  to  lack  of  effort  and  good  intention  on  the  part 
of  agencies,  institutions,  individual  counselors,  instructors,  and  blind  persons 
themselves.  Rather,  they  stemmed  from  conceptual  blind  spots  about  blindness  and 
therefore  became  prime  targets  of  Father  Carroll’s  lifelong  efforts  to  improve  rehabilita¬ 
tion  services. 

Father  Carroll’s  approach  to  these  problems  was  to  seek  out  and  examine  the  inter¬ 
actions  of  the  multiple  effects  of  blindness— and  the  specific  needs  he  found  they 
engendered— and  to  provide  new  services  where  he  could  as  these  needs  became  iden¬ 
tified.  He  also  began  filling  with  innovative  and  effective  thought  the  attitudinal  voids 
concerning  blindness  that  had  kept  these  needs  unrecognized,  obscured,  or  regarded 
as  insuperable. 

At  the  same  time,  Father  Carroll  began  looking  into  latent  human  resources  not 
yet  well  understood:  Why  was  it  that  some  blind  persons  seemed  to  have  an  effective 
“awareness”  of  environments  and  others  did  not  even  though  they  possessed  the  same 
sensory  acuity  and  the  same  array  of  nonvisual  information?  Such  individuals,  placed 
in  reasonably  familiar  areas,  seemed  as  lost  as  if  they  had  been  placed  in  an  environ- 
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mental  vacuum.  Was  there  a  hidden  resource  or  a  variable  factor  not  yet  accounted  for 
that  made  it  possible  for  some  blind  persons— and  not  others— to  integrate  piecemeal 
and  differing  modes  of  nonocular  perception  into  spatially  meaningful  concepts  of  their 
environs?  If  so,  what  was  this  resource  or  factor?  Was  if  lacking  or  simply  not  adverted 
to  by  those  who  did  not  integrate  their  sensory  intake  well? 

These  questions  and  their  implications  touched  on  the  very  nature  of  rehabilitation 
for  the  blind.  However,  the  solutions  to  them  could  result  in  polarized  approaches  to 
rehabilitation.  Carroll  wondered  whether  a  blind  person’s  state  of  disability  should  be 
taken  “as  is’’  and  the  subsequent  services  and  activities  be  designed  according  to  the 
limitations  of  the  disability  or  whether  rehabilitative  efforts  should  aim  at  the  specific 
causes  of  each  disability. 


THE  WAR  YEARS 

With  the  advent  of  World  War  II,  Father  Carroll  was  appointed  to  the  Honorary  Civilian 
Advisory  Committee  charged  with  developing  an  effective  rehabilitation  program  for 
the  returning  war-blinded  veterans,  and  the  questions  mentioned  above  became  urgent. 
His  experiences  with  veterans  at  both  Valley  Forge  Hospital  in  Pennsylvania  and 
Dibble  Hospital  in  California  (which  had  been  set  up  by  the  U.S.  Army  to  treat  eye 
injuries)  and  his  association  with  Dr.  Richard  Hoover  provided  decisive  answers.  Dr. 
Hoover’s  recent  invention  of  the  long  cane  not  only  made  independent  travel  possible 
for  the  blind;  it  also  provided  a  shining  symbol  of  the  role  that  fresh  thinking  and  in¬ 
genuity  could  play  in  solving  the  age-old  “unchangeable”  problems  of  blindness.  As 
travel  tool  and  as  symbol,  the  cane  revealed  unheard  of  possibilities  in  the  field  of 
rehabilitation,  which  were  borne  out  in  the  first  extensive  testing  by  war-blinded  veterans. 
It  also  gave  new  impetus  to  all  phases  of  training  conducted  under  military  auspices 
at  Avon,  Connecticut,  in  the  extraordinary  multidisciplinary  rehabilitation  program  pro¬ 
posed  by  the  Honorary  Civilian  Advisory  Committee  and  set  up  in  1944  by  the  army. 
Father  Carroll’s  position  as  National  Chaplain  of  the  Blinded  Veterans  Association  also 
brought  him  into  a  working  relationship  with  virtually  all  veterans  returning  blinded 
from  the  war  in  need  of  rehabilitation. 


ORIGIN  OF  A  NEW  CONCEPT 

It  is  from  such  vantage  points  that  Father  Carroll  made  an  observation  that  would  lead 
to  developing  a  new  approach  to  blindness  and  rehabilitation.  Early  in  the  Avon  pro¬ 
gram,  after  some  experimenting  of  his  own,  he  became  convinced  that  an  important 
but  as  yet  unrecognized  and  unexplored  factor  in  rehabilitation  of  newly  blinded 
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persons  lay  in  the  use,  nonuse,  or  misuse  of  “visualizing.”  He  had  observed  that  among 
the  blinded  veterans  coming  into  the  program,  those  who  adapted  quickly  and  well  to 
nonvisual  orientation,  mobility,  and  manipulative  skills  turned  out  to  be  deliberately 
visualizing  their  immediate  environment  (including  their  own  relationship  to  it  and  their 
activity  at  the  moment  as  perceived  through  their  remaining  senses).  The  converse  was 
true  of  those  who,  though  equally  motivated  and  of  equal  sensory  acuity,  were  having 
difficulty  in  the  performance  of  these  activities  and  in  attaining  these  skills.  It  is  this 
observation  that  occasioned  my  own  involvement  in  that  program  and  that  turned  out 
to  be  the  seed  of  the  concept  presented  in  “Perceptual  Rehabilitation,”  which  follows 
this  discussion. 

An  Assignment 

Father  Carroll,  anticipating  that  a  useful  (if  paradoxical)  correlation  existed  between 
the  nature  of  the  visual  arts  and  the  perceptual  losses  in  blindness,  called  on  my 
background  as  a  sculptor  to  explore  the  implications  of  his  discovery.  He  surmised  that 
in  a  visual  artist’s  training  in  analytic  perception— how  and  what  it  is  we  actually  perceive 
when  “seeing’— and  in  the  artist’s  day-to-day  practice  of  concentrating  visualization  to 
specific  tasks,  there  already  would  be  well-developed  methods  of  instruction  and  modes 
of  application  that  could  be  adapted  to  teaching  a  newly  blind  person  how  to  condition 
his  imagination  to  respond  accurately  and  automatically  to  nonvisual  stimuli. 

Father  Carroll  wanted  to  know  if  the  piecemeal  spatial  information  provided  by 
nonvisual  sensory  perceptions  could  be  integrated  through  visualization,  that  is,  through 
visually  structured  concepts  of  one’s  environs.  If  so,  such  information  would  be  more 
appropriate  for  the  cerebral  processing  of  spatial  information  natural  to  a  previously 
sighted  person.  Was  this  internally  generated  imagery— triggered  by  nonvisual  stimuli— 
the  hidden  resource  or  factor  missing  or  not  adverted  to  by  those  having  difficulty  in¬ 
tegrating  nonvisual  spatial  perceptions?  He  further  wanted  to  know  if  this  internally 
generated  visual  activity,  in  its  stimulation  of  the  visual  cortex,  also  had  an  ameliorative 
effect  on  the  blind  person’s  emotional  well-being  as  dreaming  does  when  it  is  finally 
resumed  after  dream-deprivation  tests. 

Development 

Having  been  engaged  in  this  exploratory  task  for  many  years  (three  years  under  military 
auspices  in  the  Avon  program  and  30  years  in  Father  Carroll’s  programs  for  the  civilian 
blind) ,  I  have  worked  intensively  with  over  2 ,000  blind  persons.  In  so  doing,  I  have  found 
Father  Carroll’s  insights  into  this  aspect  of  rehabilitation  to  be  continually  reaffirmed. 

Over  the  years,  these  insights  were  implemented  in  the  St.  Paul’s  Rehabilitation  Center’s 
programs  modeled  on  the  principles  set  forth  in  Father  Carroll’s  (1961)  book,  Blind- 
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ness:  What  It  Is,  What  It  Does,  and  How  to  Live  with  It.  (By  the  way,  Carroll  disliked 
the  subtitle,  which  the  publisher  imposed  on  the  book,  preferring  instead  the  title  Blind¬ 
ness:  A  Multiple  Handicap .)  The  insights  added  a  new  dimension  to  rehabilitation  in 
blindness,  for  which  the  center  became  uniquely  renowned,  and  Carroll  introduced  a 
new  term— ‘videation’— to  the  field’s  literature. 

Throughout  these  years,  Father  Carroll  never  ceased  inquiry  and  cautious  developmen¬ 
tal  pressure  in  this  direction,  in  his  own  thinking,  in  encouraging  my  work,  and  above 
all  in  the  center’s  training  program.  He  tried  to  do  it  through  a  long  sequence  of  per¬ 
sonal  thrusts  in  the  form  of  policies,  practices,  procedures,  and  innovative  courses,  some 
examples  of  which  follow.  All  of  these  efforts  were  aimed  toward  the  restoration  of  an 
environmental  awareness  that  was  visualoid  in  conceptual  pattern  though  perceptually 
nonocular: 

•  spatial  relations 

•  visualization  in  spatial  orientation  (successive  refinements  in  title,  content,  and  defini¬ 
tion  of  the  core  course) 

•  the  art  of  visualizing 

•  videation 

•  concept  development  (for  children  blind  from  birth) 

•  sensory  training 

•  mental  mapping  (through  kinesthetic  drafting,  gesture,  wordpicture,  and  tactile  maps 
design  advances) 

•  imagery  stimulation 

•  the  “visualization  bell”  policy  (to  involve  all  teaching  staff) 

•  kinesthetics  (perceptual  and  corrective) 

•  exploration  of  sensory  parameters  (research) 

•  memory  training  (as  related  to  visual  perception) 

•  “Carroll  Carousel”  (large-scale  outdoor  “facial  vision”  training  apparatus) 

•  fencing  (as  training  in  alertness  and  swift  response  with  foil  or  cane  to  “unpredictable” 
moving  stimuli;  for  sharpening  aural  and  extended  tactual-kinesthetic  perceptions) 

•  square  dancing  (as  spatial  orientation  training  among  predictable,  patterned  moving 
stimuli) 

•  occlusion  policies  (to  demonstrate  how  nonvisual  sensory  resources  can  counter  some 
immediate  disabling  effects  of  sight  deprivation)  for: 

—  professional  conferences  (demonstrations) 

—  media  demonstrations 

—  fund-raising  conferences 

—  “in-training”  (one  day  bimonthly,  under  occlusion,  all  staff  scheduled  in 
rotation) 


Father  Carroll’s  Contribution  to  the  Development  of  Perceptual  Rehabilitation  41 


—  board  meetings  (occasional) 

—  for  staff  meetings  (occasional) 

—  staff  group  therapy  sessions  (occasional) 

—  family  seminars 

—  professional  visitors 

—  blind  trainees  with  residual  vision,  using  occluders  as  a  highly  effective  train¬ 
ing  tool  for  concentrating  attention  on  nonvisual  perceptions. 

As  the  experience  and  results  of  these  innovative  thrusts  generated  deeper  and  more 
detailed  insights  and  wider  ramifications  of  the  perceptual  approach  to  blindness,  Father 
Carroll  came  to  successively  sharper  distinctions  regarding  this  approach  and  especial¬ 
ly  its  core  course.  The  course  progressed  through  four  titles  during  its  first  25  years, 
Carroll  finally  deciding  to  coin  a  word— “videation’— to  identify  the  concept.  By  1961, 
when  Blindness:  What  It  Is,  What  It  Does,  and  How  to  Live  with  It  was  published,  he 
had  come  close  to  defining  the  elemental  sources  of  the  perceptual  losses  involved  in 
blindness.  Carroll  (1961)  wrote: 

Among  these  many  channels  [of  the  human  senses],  sight  is  unique. 
Anatomically,  the  eye  [as  a]  receptor  is  capable  of  taking  in  and  transmitting 
a  vast  amount  of  information  at  one  time.  The  other  channels  are  far  more 
selective  and  less  capable  of  carrying  a  great  deal  of  information  all  at 
once. . .  .The  blinded  peison. .  .needs  to  develop  much  more  than  a  single 
substitute  for  sight ...  so  that  without  sight  [he]  can  take  in  and  order  these 
multiple  cues  into  a  usable  pattern  (p.  102). 

Sensory  training  is  concerned  with  arousing  awareness  of  various  kinds  of 
information  formerly  not  adverted  to,  and  with  its  correct  correlation  and  in¬ 
terpretation  (p.  104). 

Here  we  are  concerned . .  .with  the  sense  activities  that  appear  to  be  particularly 
important  when  sight  is  gone... the  use  of  these  in  orientation  to  environ¬ 
ment.  .  .  (p.  105). 

The  blinded  aduit  is ...  a  sighted  person  in  his  whole  psychological  make-up, 
and  he  will  suffer  the  complete  disruption  of  his  ingrained  way  of  learning 
about  and  experiencing  reality  unless  he  can  continue  to  operate  according 
to  such  a  visual  pattern  (p.  120). 

“The  art  of  visualizing”  trains  the  imagination  to  respond  visually  to  intake 
from  the  [nonocular]  senses. . .  .  The  aim  of  the  training  is  simply  to  restore 
to  him,  as  far  as  possible,  his  visual  pattern  of  experiencing  and  reacting 
to  his  environment. .  . .  [T]he  practical  results  [as  manifested  in  the  St.  Paul’s 
program]  seem  to  indicate  that  this  training  is  being  given  along  the  right 
lines  and  that  development  of  the  power  of  visualization  is  the  keystone  in 
training  the  [nonocular]  senses  of  the  blinded  person  to  take  over  the  role 
of  sight  (p.  122). 


42  Essays  on  Blindness  Rehabilitation 


At  that  juncture  and  given  such  indicators,  had  I  been  alert  enough  to  look  back  and 
perceptive  enough  to  analyze  the  nature  and  implications  of  the  courses  that  constituted 
the  curriculum  of  my  first  year  at  art  school,  I  might  have  arrived  some  dozen  years 
sooner  than  I  did  at  the  perceptual  analyses  and  the  correlations  he  had  intuitively 
sensed— the  concept  he  had  aimed  me  toward  in  1945  at  Avon.  I  wish  I  could  have  shared 
with  him  then  the  satisfaction  of  seeing  how  true  his  early  surmises  had  been— that  in 
an  analysis  of  the  nature  of  visual  art  forms  would  be  found  the  perceptual  analysis 
of  sight  necessary  to  develop  appropriate  nonocular  sensory  surrogates  for  a  blind  per¬ 
son’s  lost  ocular  perceptions  of  immediate  environs  and  to  integrate  these  discrete  percep¬ 
tions  into  a  unitary  visualoid  conceptual  experience. 


PRESENT  STATUS  OF 

THE  PERCEPTUAL  APPROACH 

Such  innovative  policies,  activities,  and  courses  were  necessarily  structured  through 
practical,  in-service  development.  The  courses  were  dependent  on  an  instructor’s  or 
a  volunteer’s  background  and  self-training,  since  no  precedents  existed.  Whenever  a 
volunteer  or  an  instructor  left  the  agency  or  moved  into  other  work  within  the  agency, 
these  courses  often  were  dropped  from  the  program.  In  some  cases,  the  courses  had 
for  years  been  highly  successful  and  vital  parts  of  the  program.  In  not  one  case  did 
such  defaults  occur  by  decision.  They  occurred  because  effective  provisions  for  ongo¬ 
ing  development  and  for  teaching  the  training  to  others  was  lacking.  Funding  for  such 
training  was  scarce,  and  these  courses  have  always  been  curricular  orphans. 

In  his  philosophical  organization  of  the  curriculum,  Father  Carroll  placed  the  “Videa- 
tion”  course  and  his  own  course,  ‘Attitudes  and  Analysis,”  under  the  category 
“Professional  Development.”  In  practice,  however,  this  core  course  and  its  offshoots 
had  no  appropriate  conceptual  center  despite  having  applications  in  all  departments  of 
the  curriculum.  They  served  and  were  given  “body-english”  at  various  times  by  dif¬ 
ferent  curricular  departments,  for  example,  Techniques  of  Daily  Living,  Communica¬ 
tions,  Recreation,  and  especially  Mobility,  with  which  they  were  associated  because 
of  organizational  expediency.  Furthermore,  because  the  inherent  ameliorative  effect  of 
reactivating  the  visual  cortex  (through  visualized  recall)  had  so  intimate  an  effect  on 
psychological  rehabilitation,  even  the  possibility  of  incorporating  them  under  a 
psychosocial  category  was  considered. 

Plans  to  reinstate  and  integrate  the  lost  “orphan”  courses  in  the  curriculum  under 
an  appropriate  new  department— Perceptual  Resources— did  not,  however,  materialize. 
At  that  time,  shortly  after  Father  Carroll’s  death,  the  agency  was  hit  by  a  grave  financial 
crisis  and  had  to  curtail  severely  its  program,  services,  and  staff. 
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FATHER  CARROLL’S  FINAL  THRUST 

These  policies,  courses,  and  plans,  although  presently  shelved,  remain  as  indicators 
(and  experimental  forerunners)  of  the  developmental  directives  Carroll  had  in  mind  not 
long  before  his  untimely  death.  By  that  time,  he  had  relinquished  the  tasks  of  administer¬ 
ing  services  established  in  the  20  years  previous  in  order  to  concentrate  on  a  new  major 
thrust  in  the  field  of  rehabilitation  of  the  blind  that  he  had  long  anticipated  and  that 
would  be  the  culmination  of  a  lifetime  spent  in  unflagging  effort,  keen  observation, 
and  innovative  thought  in  this  field. 

The  thrust  did  not  dismiss  the  progressive  efforts  he  had  built  into  his  own  rehabilita¬ 
tion  programs.  Rather,  it  was  to  be  a  summing  up— an  integration— of  any  advances 
in  the  field.  For  it  is  precisely  these  day-to-day  experiences— the  successes,  the  failures, 
the  unanswered  questionings  (in  which  he  himself  had  been  so  deeply  immersed)— that 
provide  the  bases  and  ultimately  the  testing  ground  of  any  innovations  that  are  to  be 
of  value.  It  is  sometimes  necessary,  however,  to  free  oneself  of  everyday  involvement 
in  order  to  gain  perspective  and  allow  time  and  energy  for  reflecting,  overviewing,  col¬ 
lating,  organizing,  experimenting,  and  integrating  accumulated  observations  and  thoughts 
into  the  deeper  and  more  comprehensive  concepts. 

In  the  introduction  to  his  book,  Father  Carroll  spoke  of  “over  twenty  years’  expe¬ 
riences  in  the  field’’  of  blindness  that  had  provided  the  basis  for  and  led  to  the  writing 
of  the  book.  Now  he  wanted  to  evaluate  a  second  period  of  20  years  covering  the  inten¬ 
sive  experience  of  attempting  to  implement  the  rehabilitation  program  projected  in  that 
book.  The  time  had  arrived  to  review  that  illuminating  experience  and  to  set  his  sights 
toward  the  new  horizons  that  had  come  into  view  from  the  eminence  of  that  program’s 
achievement. 

Toward  this  end,  Father  Carroll  initiated  a  new  post  for  himself— the  Office  of  Pro¬ 
fessional  Development  and  Policy— the  purpose  of  which  would  be  to  stimulate,  originate, 
or  promote  continuing  advances  in  knowledge  and  skill  in  rehabilitating  the  blind.  To 
house  this  new  activity,  he  remodeled  the  gardener’s  cottage  and  the  potting  shed  on 
the  agency’s  grounds.  He  moved  into  his  new  office  with  high  anticipation  despite  in¬ 
creasing  health  problems.  He  initiated  the  activities  with  some  exploratory  meetings 
and  by  conferring  with  his  editor  in  preparation  for  rewriting  and  adding  new  chapters 
to  his  book.  Father  Carroll’s  book  cannot  now  be  rewritten,  but  his  basic  intentions— 
and  his  hopes— can  ^e  carried  on  by  those  who  have  worked  with  him  or  share  his  aims. 

As  a  close  associate  of  Father  Carroll  since  he  asked  me  to  work  with  him  in  the 
U.S.  Armed  Forces  rehabilitation  program  for  the  returning  war-blinded  veterans  in 
1945,  as  a  colleague  in  the  development  of  similar  rehabilitation  techniques  and  courses 
for  the  civilian  blind  in  the  St.  Paul’s  program  in  Newton,  Massachusetts,  since  its 
inception  in  1954,  and,  finally,  as  a  friend  who  shared  his  recent  hopes,  I  am  deeply 
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concerned  that  Father  Carroll’s  final  endeavor  might  never  come  to  fulfillment.  The 
essay  that  follows  these  recollections  has  been  written  in  the  hope  that  his  intentions 
for  this  post  and  for  this  place  will  not  remain  unfulfilled,  whatever  form  this  fulfill¬ 
ment  may  now  have  to  take,  or  in  whatever  place. 
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PERCEPTUAL  REHABILITATION: 
THE  REPLICATION 
OF  VISUAL  PERCEPTION 
THROUGH  NONOCULAR 
SENSORY  PERCEPTIONS 

Robert  Amendola 


Although  there  have  been  in  the  history  of  work  for  blind  people  many 
types  of  service  and  rehabilitation  efforts  provided  by  varied  and  venerable  institutions, 
there  have  been  very  few  landmark  advances— breakthroughs  that  have  opened  up  new 
horizons  for  the  blind,  explored  new  paths  in  the  field  of  rehabilitation,  and  significantly 
increased  the  range  of  a  blind  person’s  capabilities  and  activities.  One  might  list  the 
restoration  of  reading  and  writing  by  Louis  Braille,  the  effective  use  of  dog  guides 
developed  in  the  famed  “Seeing  Eye”  training  program,  the  end  of  the  “blind-man’s” 
shuffle  and  restoration  of  a  normal  human  stride  made  possible  by  Dr.  Richard  Hoover’s 
development  of  the  long  cane,  and  the  multidisciplined  approach  to  rehabilitation  in¬ 
troduced  by  the  U.S.  Armed  Forces  during  World  War  II.  It  is  my  belief  that  we  are 
on  the  threshold  of  another  major  advancement  in  the  evolution  of  rehabilitation  con¬ 
cepts  and  programs  for  the  blind— perceptual  rehabilitation. 


INTRODUCTION 

Perceptual  rehabilitation  is  a  fundamentally  new  approach  to  countering  the  multiple 
disabilities  generated  by  blindness.  Specifically,  it  is  concerned  with  replicating  to 
an  effective  degree,  through  nonocular  means,  the  capability  of  discerning  those  aspects 
of  environment  normally  perceived  through  the  seven  elemental  perceptions  constituting 
the  sense  of  sight— the  perceptions  of  light,  color,  field,  depth,  imagery,  form,  and 
motion.  These  perceptual  capabilities  originate  in  the  activities  of  seven  anatomical 
features  of  the  eye:  rods,  cones,  retinal  field,  lens,  iris,  binocularity,  and  motility,  each 
capable  of  several  overlapping  perceptual  functions  so  interwoven  and  integrated  as 
to  seem  a  unitary  sense  experience. 

This  nonocular,  though  visualoid,  mode  of  perceiving  environs  is  achieved  by: 

•  Sensory  substitution,  which  requires  specific,  extraordinary,  and  systematic  train- 
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ing  of  each  of  the  nonocular  senses  involved  (primarily  hearing,  touch,  and  kinesthesis) 
in  that  area  where  its  own  perceptual  function  parallels  an  ocular  perception. 

•  Sensory  enhancement  through  instrumentation  whenever  sensory  substitution  is  fee¬ 
ble  or  needs  extension  (e.g.,  use  of  the  “long  cane,”  which  extends  one’s  arm  reach 
so  that  one  can  touch  obstacles  in  time  to  react  at  normal  walking  pace). 

•  Instrumental  substitution,  for  example,  a  collimated  spectrophone,  whenever  there 
is  no  sensory  substitution  possible  (as  in  the  case  of  color  perception). 

•  Integration  of  these  discrete  surrogate  ocular  perceptions  into  a  unitary  visualoid  con¬ 
cept  of  immediate  environs. 

Integration  is  achieved  by  developing  supportive  interactions  among  the  several  sur¬ 
rogate  perceptions  that  happen  to  be  involved  in  any  given  situation.  This  relationship 
is  similar  to  the  constant  supportive  cross-checking  taking  place  among  the  eye’s  indi¬ 
vidual  perceptual  activities:  comparing,  reinforcing,  modifying,  or  correcting  each  bit 
of  information  to  produce  an  accurate,  coherent,  and  meaningful  whole  percept. 

Since  cross-checking  does  not  easily  or  consistently  occur  among  the  surrogate  percep¬ 
tions,  one  must  undergo  specific  training  and  concomitant  sensory  reconditioning  in 
order  to  achieve  integration  on  a  habitual  basis.  After  demonstrating  these  perceptual 
resources  to  a  blind  person,  one  must  skillfully  assist  the  individual  in  practicing  them— 
first  separately  to  learn  the  possibilities  and  limitations  of  each,  and  then  in  integrative 
tasks  until  the  perceptual  response  becomes  unitary,  like  that  of  sight.  The  goal  is  to 
help  the  individual  reach  the  point  where  he  or  she  can,  without  conscious  effort,  pro¬ 
vide  an  effective  visualoid  concept  of  environments  not  ocularly  perceived. 

The  surrogate  visualoid  perception  of  environs  permits  a  blind  person  to  break  out 
of  the  tunnel-like  mode  of  awareness  that  is  almost  inevitable  when  one  comes  to  depend 
on  only  one  or  another  sense-use  or  acquired  skill,  a  habit  all  too  easy  to  shrink  into 
and  that  will  persist  throughout  a  person’s  life  unless  an  appropriate  and  intensive  effort 
is  made  to  counter  it. 

The  significance  of  this  approach  is  that  it  aims  beyond  the  multiple  effects  of 
sightlessness  (the  disabilities  that  have  preoccupied  virtually  all  of  our  rehabilitation 
efforts)  in  order  to  focus  directly  on  the  elemental  cause — loss  of  perception  of  imme¬ 
diate  environs.  Strange  as  that  statement  may  seem  and  cruel  as  losing  sight  may  be, 
it  is  not  blindness  itself— lack  of  visual  aesthesis— that  disables  a  person.  It  is  loss  of 
perception  of  those  aspects  of  one’s  immediate  environment  necessary  for  spatial  orien¬ 
tation  that  sight  so  effectively  provides: 

•  the  shape  and  dimensions  of  things  (configural  aspects  of  environs); 

•  the  location  of  things  relative  to  the  viewer  and  each  other  (spatial  relationships);  and 

•  the  movements  of  things  (or  one’s  own  movement  among  them). 

Spatial  orientation  to  immediate  environs  derives  from  an  awareness  of  specific 
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environmental  aspects;  it  does  not  derive  from  the  experience  of  sight  itself— visual 
aesthesis.  Rather,  spatial  orientation  can  be  discerned  through  various  means—  through 
ocular  perceptions  based  on  phenomena  of  light,  through  nonocular  senses  (primarily 
hearing,  kinesthesis,  and  touch),  through  instrumental  means,  or  even  through  verbal 
description  by  a  sighted  companion.  The  following  situation  illustrates  this  distinction. 

If  twin,  miniaturized  color  television  screens  were  mounted  inside  a  pair  of  scuba- 
diver-type  goggles  (activated  stereoptically  by  twin  television  cameras  appropriately 
spaced),  a  person  with  normal  vision  wearing  the  goggles  would  see  the  scene  being 
broadcast  not  as  a  two-dimensional  picture  on  the  screen  of  an  ordinary  television.  Rather, 
he  or  she  would  see,  because  of  the  phenomenon  of  stereopsis,  no  other  picture  than 
what  was  being  broadcast.  Therefore,  it  would  seem  that  he  or  she  was  actually  at  the 
scene  and  immersed  in  it  spatially  as  in  normal  three-dimensional  experience. 

In  such  a  situation  there  would  be 

•  no  feeling  of  visual  constraint,  as  one  experiences  under  blindfold; 

•  no  temporary  anxiety,  as  when  a  normally  sighted  person  tries  to  see  in  pitch  darkness; 

•  no  annoyance  and  mounting  frustration,  as  happens  when  one  tries  to  do  something 

with  one’s  eyes  closed;  and 

•  no  trauma  because  of  new  blindness. 

In  fact,  the  viewer  would  be  experiencing  visual  aesthesis  (the  sensory  effect  of  the 
act  of  seeing)  without  negative  stress  to  contend  with.  Yet,  were  he  or  she  to  walk  about 
and  try  to  engage  in  some  manipulative  activity  or  to  read,  he  or  she— in  the  very  act 
of  seeing— would  be  as  incapacitated,  disoriented,  and  helpless  as  if  he  or  she  were 
suddenly  and  totally  blinded.  Strictly  speaking,  then,  what  disables  this  person  is  not 
lack  of  sight  per  se. 

It  is  not  the  experience  of  seeing  that  enables  a  person  to  walk  about  freely  and  safely 
and  that  guides  nonroutine  manipulative  activities.  Rather,  it  is  the  ability  to  perceive 
those  aspects  of  real  and  immediate  environment  normally  perceived  through  sight, 
however  these  perceptions  may  be  obtained.  The  disabling  factor  in  such  a  situation 
is  the  inability  to  perceive  real  and  immediate  environs;  therefore,  by  means  other  than 
sight,  this  disability  can  be  diminished  despite  the  absence  of  sight. 


THE  IMPACT  OF  SUDDEN  TOTAL  BLINDNESS 

Whenever  dealing  with  the  loss  of  sight— whether  sudden  and  total,  gradual,  or  even 
partial— one  must  consider  the  impact  of  the  several  categories  of  loss  resulting  from 
blindness  and  the  emotional  reactions  engendered  by  them  in  order  to  counter  these 
losses  effectively. 

The  following  example  was  chosen  because  all  of  these  impacts  are  compressed  into 
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a  few  moments  in  a  person’s  life,  providing  a  concise  but  comprehensive  overview  of 
the  problems  to  be  addressed  in  planning  appropriate  rehabilitation— what  should  and 
can  be  done  to  restore  both  function  and  effect  for  the  blinded  person.  The  actual  se¬ 
quence  and  emphasis  of  these  impacts  and  reactions  depends  on  the  way  blindness  oc¬ 
curs  and  also  on  the  setting  in  which  realization  of  the  fact  comes  about.  The  sequence 
here  is  a  composite  of  actual  recountings  by  newly  blinded  persons.  The  “case”  used 
in  this  illustration  is  also  a  composite  of  several,  chosen  specifically  because  blindness 
was  total  and  came  suddenly,  unforeseeably,  and  without  the  person’s  immediate 
awareness  of  what  had  happened. 

One  morning,  a  young  man  in  his  mid-20s  woke  up  in  his  own  bed,  groggy  from 
what  he  felt  was  an  extraordinarily  deep  hangover.  He  was  somewhat  annoyed  by  a  dull 
headache  but  was  unaware  that  he  had  been  unconscious,  not  just  sleeping.  Something 
had  happened  to  his  optic  nerve,  but  there  had  been  no  warning  symptoms  and  no  eye 
pain.  His  reactions,  though  wordless,  may  be  verbalized  as  follows: 


WHERE  AM  I?  (LOSS  OF  ORIENTATION) 

WHERE  IS  EVERYTHING?— ANYTHING?  (LOSS  OF  PERCEPTION 

OF  ENVIRONS) 

I  CAN’T  EVEN  SEE  THE  WINDOW- 
IT  MUST  BE  PITCH  DARK  OUTSIDE-AND 
THIS  LAMP— (CLICK)  IT  ISN’T  WORKING— 

BUT  THE  BULB  IS  HOT!  WHY  ISN’T  THERE 
ANY  LIGHT? 


SOMETHING  MUST  BE  WRONG  WITH-? 
OH,  MY  GOD!  IT’S  ME!  I’M  BLIND! 

HOW  AM  I  GOING  TO  WALK,  READ  OR 
WRITE,  EAT,  DRESS,  WORK,  PLAY-DO 
ANYTHING?  I’M  HELPLESS! 

AND  MY  JOB — I’LL  BE  WITHOUT 
INCOME-MY  PLANS-MY  HOPES-MY 
CAREER— GONE .  . . 


(LOSS  OF  PHYSICAL 
INTEGRITY) 

(DEACTIVATION  OF 
MOTOR  CAPABILITIES 
AND  ACTIVITIES  CON¬ 
TINGENT  ON  SIGHT) 

(LOSS  OF  OCCUPATION) 


WHAT  WILL  THIS  DO  TO  MY  WIFE,  MY  (SOCIAL  EFFECTS  AND 
CHILDREN,  MY  FRIENDS?  PROBLEMS) 


WHAT  WILL  THIS  DO  TO  ME-WHAT  WILL  (LOSS  OF  PSYCHO- 
HAPPEN  TO  MY  LIFE?  I  CAN’T  TAKE  THIS!  LOGICAL  SECURITY) 


WHY-WHY  ME?  WHAT  HAVE  I  DONE  TO  (MORAL  QUESTIONING) 
DESERVE  THIS? 
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•  With  the  onset  of  blindness,  independent  mobility  and  manipulative  versatility,  upon 
which  virtually  all  ordinary  living  activities  depend,  are  seemingly  lost.  More  ac¬ 
curately  stated,  these  basic  capabilities  become  deactivated;  they  are  rendered  latent 
by  the  loss  of  orientation. 

•  This  deactivation  is  not  caused  by  the  loss  of  sight  itself,  devastating  as  this  may  be, 
but  by  loss  of  those  perceptions  of  one’s  immediate  environs  necessary  for  orienta¬ 
tion  and  control  of  manipulative  and  mobility  activities.  These  environmental  percep¬ 
tions,  though  normally  a  function  of  sight,  are  possible  to  an  effective  degree  through 
other  senses.  Consequently,  the  loss  of  sight  itself  is  not,  strictly  speaking,  the  disabling 
factor  in  blindness. 

•  Such  deactivation  is  in  exact  proportion  to  the  shrinking  of  one’s  perceptual  horizon. 

•  Conversely,  reactivating  a  blind  person’s  mobility  and  manipulative  effectiveness 
becomes  possible  in  exact  proportion  to  the  expanding  of  his  or  her  perceptual  horizon, 
and  only  so! 

The  question  is:  How  can  a  blind  person’s  perceptual  horizon  be  opened?  The  answer 
lies  in  an  examination  of  the  nature  of  sight,  because  we  must  understand  sight  loss 
in  order  to  counter  it  appropriately.  The  following  section  presents  a  diagrammatic 
analysis  of  sight. 


EXPLANATORY  NOTE 

The  analysis  of  visual  perception  developed  in  this  treatise  is  based  on  the  observa¬ 
tion  that  seven  discrete  aspects  of  environment  are  perceived  through  the  perceptual 
capabilities  of  seven  anatomical  features  of  the  human  eye.  They  are  perceived  either 
quite  simply,  by  a  specific  function  of  a  single  anatomical  feature  (as  in  color  percep¬ 
tion  through  the  retina’s  cone-shaped  sensor  cells)  or  through  an  intricate  interaction 
among  overlapping  perceptual  capabilities  of  other  anatomical  features  of  the  eye. 
These  capabilities  check,  reinforce,  complement,  or  modify  each  other’s  differing 
modes  of  perception. 

Depth  perception,  for  example,  occurs  in  four  distinct  modes,  each  a  function  of  a 
different  anatomical  feature.  It  occurs  monocularly  (1)  as  a  function  of  the  lens  variable 
focus  and  (2)  as  a  function  of  linear  perspective  and  other  two-dimensional  illusions 
of  distance  generated  by  imagery.  For  example,  consider  the  suggestion  of  great  distances 
seen  in  the  converging  of  railroad  tracks  on  the  flat  plane  of  a  drawing  or  photograph 
where  there  is  no  actual  depth  to  be  perceived  (other  than  from  eye  to  paper).  It  occurs 
binocularly  (3)  as  a  function  of  stereoscopic  perception  and  (4)  as  a  function  of  degree- 
of-convergence  signaled  by  the  kinesthetic  sensors  in  the  eye’s  external  musculature. 

Similar  interacting  overlaps  occur  also  among  the  eyes’  other  perceptual  capabilities, 
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which  are  so  intricately  interwoven  and  integrated  that  we  tend  to  regard  sight  as  a  unitary 
experience  only— we  say  simplistically,  “I  see.” 

Unfortunately,  the  apparent  simplicity  and  the  actual  complexity  of  this  array  of  over¬ 
lapping  or  paralleling  modes  of  perception  have  obscured  certain  elemental  relation¬ 
ships  among  ocular  functions  that  are  of  specific  significance  in  the  rehabilitation  of 
blind  and  visually  impaired  people.  The  following  principles  may  be  noted: 

•  the  human  eye  is  a  multiperceptual  organ 

•  the  sense  of  sight  is  a  multiperceptual  resource 

•  through  human  vision,  seven  discrete  aspects  of  environment  are  perceived 

•  in  blindness  we,  therefore,  confront  a  multiperceptual  loss,  impairment,  or  lack. 
To  say  of  a  blind  person,  “He  can’t  see,”  or  “She  can  no  longer  see,”  and  to  say  of 

one  born  blind,  “He  has  never  seen,”  is  to  take  a  simplistic,  even  obscure,  approach 
to  rehabilitation  planning.  In  order  to  design  a  program  for  effective  rehabilitation  of 
the  blind  person,  one  must  develop  a  more  searching  and  accurate  statement.  A  percep¬ 
tual  analysis  of  blindness  reveals  that  this  person 

•  no  longer  perceives  light  (or  dark!) 

•  no  longer  perceives  color 

•  no  longer  perceives  whether  things  are  beside,  above  or  below  him  or  her 

•  no  longer  perceives  the  proximity  of  things  to  himself  or  herself 

•  no  longer  perceives  imagery  in  the  environment 

•  no  longer  perceives  the  volume  of  things 

•  no  longer  perceives  motion 

•  no  longer  perceives  these  aspects  of  his  or  her  environs,  that  is,  in  his  or  her  habitual 
mode  as  a  normally  sighted  person,  or,  in  the  case  of  persons  born  blind,  has  never 
perceived  these  aspects  of  the  environment  in  a  visual  mode  (and,  in  some  aspects, 
not  in  any  mode). 

Such  are  the  elemental  problems  of  blindness,  examined  and  emphasized  separately 
rather  than  listed  in  a  sentence  behind  commas,  because  they  are  discrete  to  begin  with 
and  because  their  solutions  will  also  have  to  be  discrete,  to  begin  with. 

If  rehabilitation  in  blindness  is  to  be  attempted,  one  must,  therefore,  first  answer  the 
question:  Are  there  other  means,  sensory  or  instrumental,  of  perceiving  each  of  these 
aspects  of  the  environment  normally  perceived  through  sight? 

Six  of  the  seven  environmental  aspects  normally  perceived  through  sight  are  also 
perceivable  in  varying  degrees  through  other  sensory  modes,  some  more  and  some  less 
effective  than  sight.  Where  these  sensory  surrogates  are  feeble  or  limited,  instrumental 
enhancement  would  be  necessary,  and  if  totally  lacking  (as  is  the  case  with  color  percep¬ 
tion),  instrumental  substitution  would  be  necessary.  In  any  case,  all  ocular  perceptions 
are,  or  could  be,  replicable  to  an  effective  degree. 
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In  these  facts  lies  the  possibility  of  restoring  an  awareness  of  environments  that  is 
multiperceptual  and  comprehensive,  like  sight,  though  nonocularly  perceived.  Such 
restoration,  however,  requires  that  areas  of  overlapping  function  among  these  nonocular 
senses  be  specifically  identified,  then  individually  conditioned  to  function  consistently 
and  automatically  without  the  reinforcement  and  monitoring  normally  experienced  with 
sight,  and  at  a  level  appropriate  to  the  demands  of  one’s  ordinary  living  activities  or 
at  the  virtuosity  levels  required  if  professional  skills  are  involved. 

Analytic  training  is  only  the  first  phase  of  perceptual  rehabilitation,  however,  because 
in  the  normal  functioning  of  sight,  there  are  complex  interactions  among  the  individual 
ocular  perceptions  that  mutually  reinforce,  cross-check,  and  integrate  them  into  a  unitary 
experience.  It  is  necessary,  therefore,  that  consistent  and  automatic  interactions  be 
developed  among  the  nonocular  sensory  perceptions  in  order  to  integrate  and  synthesize 
them.  We  will  not  be  restoring  sight  as  a  sensory  experience,  but  we  will  have  restored 
to  an  effective  degree  the  seven  perceptions  of  environment  normally  provided  by  sight. 
These  losses,  and  not  the  loss  of  the  visual  aesthesis  (the  sensory  experience  of  seeing), 
is  what  incapacitates  a  person,  deactivating  his  or  her  mobility  and  manipulative 
capabilities  by  depriving  him  or  her  of  the  spatial  orientation  that  guided  him  or  her 
and  on  which  virtually  all  ordinary  living  activities  are  contingent. 


THESIS 

Unless  we  examine,  in  its  elements,  the  multiperceptual  nature  of  the  sense  of  sight, 
we  cannot  come  to  know,  in  its  elements,  the  nature  of  blindness  as  a  multiperceptual 
loss  or  lack.  Until  we  examine  in  detail  the  perceptual  losses  involved  in  blindness, 
we  will  not  be  able  to  prescribe  appropriate  rehabilitation  efforts  aimed  specifically 
and  accurately  toward  their  amelioration.  We  will  tend,  instead,  to  expend  our  energies 
in  a  proliferation  of  more  and  “better”  ways  of  using  misdirected,  inappropriate,  or 
incomplete,  and  therefore  less  effective,  means  in  our  earnest  attempts  at  the  rehabilita¬ 
tion  of  blind  persons.  All  too  often,  we  will  undermine  our  efforts  or  sabotage  whatever 
gains  may  have  been  made.  Consider  the  following  five  examples: 

•  A  blind  person,  about  to  enter  a  room,  places  one  hand  on  a  doorjamb  and  vainly 
flails  the  air  with  the  other  hand,  “feeling”  for  the  opposite  doorjamb  and  always 
just  missing  it.  She  is  failing  to  heed  the  detailed  kinesthetic  perceptions  coming  to 
her  through  the  hand  still  in  contact  with  the  jamb  that  would  allow  her  to  lay  her 
hand  precisely,  with  no  groping  whatsoever,  on  the  other  jamb. 

•  A  blind  person  “scythes”  the  lawn  with  futile  sweeps  of  his  long  cane  trying  to  find 
the  driveway  he  just  stepped  from  for  a  moment.  He  is  unaware  of  three  other  percep¬ 
tual  modes,  any  one  of  which  would  have  given  him  sufficient  perceptions  of  the  area 
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to  allow  him  to  fold  his  long  cane,  put  it  in  his  pocket,  and  walk  directly  to  the 
driveway’s  edge. 

•  Without  an  appreciable  end  result,  generations  of  orientation  instructors  (including 
myself)  have  striven  to  raise  the  low-level  effectiveness  of  tactile  maps  by  using  more 
and  more  discernible  and  arresting  materials  for  tactile  route  symbols.  We  have  learned 
that  such  efforts  are  minimally  effective  because  tactile  discernibility  is  only  one  of 
several  tactual  qualities  involved  in  tactile  map  reading.  Arrestability,  which  is  appro¬ 
priate  only  to  fixed-point  symbols,  is  not  the  specific  quality  needed  to  trace  a  route. 
Rather,  directionality,  continuity,  and  traceability  are  the  tactile  qualities  appropriate 
to  the  nature  of  route  symbols. 

•  Hearing-aid  agencies  often  fit  blind  persons  who  have  unbalanced  hearing  with 
elaborate,  sensitive,  expensive  aids  that  are  especially  designed  to  pick  up  sounds 
from  all  directions,  thus  eliminating  the  directional  capability  inherent  in  natural 
hearing,  the  factor  most  necessary  to  the  blind  person.  This  solution,  effective  for 
sighted  deaf  persons  who  can  visually  locate  a  sound’s  source,  leads  to  the  utter 
disorientation  of  the  blind  user.  What  blind  persons  with  hearing  impairment  need 
most  is  enhancement  of  the  directionality  factor  in  natural  hearing,  even  if  it  were 
to  require  diminishing  the  loudness  and  deliberately  altering  the  fidelity  of  the  sound 
heard. 

•  Consider  the  example  of  “touch-training  boards,”  which  present  patches  of  materials 
ranging  from  coarse  sandpaper  to  fine  silk  and  surfaces  ranging  from  oily  to  sticky. 
The  boards  are  designed  to  provide  many  varieties  of  tactual  experience  in  order  to 
improve  the  sense  of  “touch”  in  blind  children.  In  this  case,  “touch”  is  mistakenly 
regarded  as  the  sense  by  which  one  perceives  the  shapes  of  things.  With  few  but  very 
significant  exceptions,  it  has  been  observed  that  children  totally  blind  from  birth  seem 
generally  to  have  poor  ability  in  “tactually”  analyzing,  conceptualizing,  or  even 
recognizing  environmental  forms  (whether  manipulable,  architectural,  or  natural)  other 
than  in  routine  contacts  with  familiar  objects.  Such  touch-board  experiences  broaden 
the  children’s  appreciation  of  textural  qualities  but  have  no  effect  whatsoever  on  their 
perception  of  form  because  it  is  the  kinesthetic  sense,  the  shape  of  the  motion  of  the 
hand,  not  the  sense  of  touch,  that  perceives  the  shape  of  an  object. 

All  such  misdirected,  and  therefore  ineffective,  effort  occurred  because  the  problems 
involved  were  not  addressed  from  a  multiperceptual  viewpoint,  like  the  eye’s,  either 
in  analysis  or  solution.  The  exact  nature  of  each  of  the  problems  would  have  been  evi¬ 
dent  had  these  problems  been  approached  with  the  multiperceptual  nature  of  sight  in 
mind,  that  is,  using  this  septifaceted  perceptual  concept  of  blindness  as  a  diagnostic, 
training,  or  design  “tool.”  Appropriate  and  effective  action,  training,  or  instrument  design 
would  then  have  been  easier  to  enact. 
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OVERALL  IMPLICATIONS 

Test  cases  have  proved  that  the  perceptual  approach  offers  enormous  benefits  for  the 
blind  population  when  it  is  applied  to  all  the  categories  listed  in  the  chart  below.  In¬ 
deed,  the  whole  outlook  of  life  for  persons  who  have  lost  sight  or  who  have  been  born 
without  sight  can  be  significantly  improved  if  the  perceptual  approach  to  each  category 
is  implemented. 

Activities  and  Opportunities  that  Need  to  Be  Addressed 
in  the  Light  of  Perceptual  Analysis  of  Blindness 

•  environmental  awareness 

•  basic  capabilities  (motor,  communicative,  aesthetic) 

•  activities  of  normal  living 

•  social  relations 

•  special  skills  (professional  or  occupational) 

•  existing  job  opportunities  (which  now  become  possible) 

•  new  job  potentials  (resulting  from  perceptual  rehabilitation) 

•  research  design  (new  and  broader  directions) 

•  sensory  surrogates 

•  sensory  enhancers  (instrumental) 

•  training  enhancers  (equipment) 

•  product  design  (diagrams,  illustrations,  maps,  etc.) 

•  rehabilitation  program  planning 

•  motivation:  (a)  response  to  the  extended  range  of  rehabilitation  now  possible  (b) 
response  to  higher  level  of  personal  adjustment  now  achievable 

•  projections  for  the  future 

When  the  perceptual  approach  is  demonstrated  to  be  effective,  it  can  only  help  an 
agency  improve  its  public  image  and  public  relations,  its  general  fund  raising,  and  its 
fund  raising  specific  to  perceptual  rehabilitation. 


CONTEXT 

Two  questions  are  in  order  at  this  point:  What  place  should  perceptual  rehabilitation  have 
in  the  context  of  overall  rehabilitation  of  a  blind  person?  To  what  extent  is  perceptual 
rehabilitation  being  addressed  or  already  achieved  in  existing  rehabilitation  programs? 

In  considering  these  questions,  one  should  remember  that  blindness  involves  fun¬ 
damental  losses  in  three  distinct  categories: 

1 .  Loss  of  sensory  experience  (visual  aesthesis),  which  is  seeing  solely  for  seeing’s 
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sake,  the  loss  of  which  is  the  deepest,  most  intimate  psychical  wound  involved  in 
blindness.  However,  it  is  not  the  disabling  factor. 

2.  Loss  of  perception  of  immediate  environs,  which  is  seeing  for  orientation’s  sake, 
the  loss  that  is  the  disabling  factor  in  blindness. 

3.  Deactivation  of  capabilities  contingent  on  orientation,  which  involves  motor  activities 
(both  free  mobility  and  manipulative  versatility)  and  graphic  perceptions,  consisting 
of  reading  and  writing  (e.g.,  braille)  and  pictorial  illustration  (e.g.,  tactile  maps). 

It  is  on  these  fundamental  capabilities  that  the  myriad  activities  of  living— educational, 
vocational,  recreational—  normally  depend. 

Perceptual  rehabilitation  will  have  to  take  place  in  the  context  of  its  effects  on  and 
interaction  with  these  categories.  To  be  truly  effective  and  lasting,  overall  rehabilitation 
efforts  regarding  blindness  must  therefore  be  comprehensive  and  take  place  in  all  three 
categories  of  loss. 

Historically,  concentrated  and  specific  attention  came  to  be  given  first  to  the  final 
category,  the  “skill”  area,  and  notable  advances  have  been  made  in  providing  compen¬ 
satory  skills  toward  restoring  mobility,  manipulative  and  communicative  activities 
normally  dependent  on  sight.  More  recently,  attention  and  efforts  have  been  aimed  at 
the  first  category,  and  advances  have  been  made  in  assisting  blinded  persons  to  cope 
psychologically  and  emotionally  with  the  sense  deprivation  itself. 

The  central  loss,  environmental  perception,  is  crucial  because  it  profoundly  affects 
both  other  basic  categories  of  loss.  However,  it  has  usually  been  dealt  with  indirectly 
or  tacitly  or  simply  taken  for  granted,  overlooked,  or  regarded  as  insuperable.  This 
indirect  attention  (which  is  the  focus  of  this  study)  is  not  to  be  mistaken  as  nonattention. 
Perception  of  environment  is  inextricably  involved  in  virtually  all  motor  skill  activities 
and,  consequently,  in  all  compensatory  skill  training.  In  fact,  no  achievement  in  skill 
training  or  in  overall  rehabilitation  efforts  could  have  taken  place  without  perceptual 
activity,  however  unrecognized,  partial,  superficial,  or  minimal.  It  should  be  noted, 
however,  that  in  some  instances  indirect  perceptual  training  has  been  of  a  high  order 
where  an  individual  instructor  in  a  particular  skill  course,  or  the  blind  person  himself, 
has  implicitly  stressed  appropriate  perceptual  functions. 

Yet,  even  when  attention  was  given  to  perceptual  rehabilitation  in  courses  such  as 
“Videation,  Spatial  Orientation,  and  Sensory  Training”  taught  in  the  St.  Paul’s  pro¬ 
gram  at  one  time  or  another,  Father  Carroll  introduced  the  idea  cautiously  and  obliquely. 
He  tentatively  assigned  it  a  place  in  curricular  organization  (though  not  in  his  philosoph¬ 
ical  organization  of  the  curriculum)  as  if  it  were  ancillary  to  training  in  one  or  another 
of  the  skill  courses  rather  than  as  a  fundamental  category  of  the  rehabilitation  curriculum. 

In  light  of  the  concept  presented  here,  it  is  obvious  that  the  converse  is  the  case:  all 
meaningful  motor  activities  initially  deriving  from  the  capability  of  perceiving  en- 
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vironments  spring  from  and  are  dependent  on  perception  and,  in  the  case  of  blindness, 
are  utterly  contingent  on  the  degree  of  perceptual  restoration  attained  through  nonocular 
surrogates  for  lost  visual  perceptions. 

Over  the  years,  my  observations  of  teaching  modes  used  in  various  courses  affirm 
that  any  trainee’s  achievement,  or  the  success  of  any  instruction,  has  been  directly  pro¬ 
portional  to  the  perceptual  content  of  the  instruction  given,  knowingly  or  unknowingly. 
Ultimately,  success  is  the  result  of  the  perceptive  capabilities— the  new  perceptual 
horizons— that  have  been  engendered  in  a  blind  person  or  that  he  or  she  has  otherwise 
attained.  The  same  correlations  may  be  observed  in  any  skill  course. 

Continuing  to  use  an  indirect  approach  will  result,  at  best,  in  perceptual  training  on 
a  piecemeal,  random,  oblique,  or  haphazard  basis,  seriously  inhibiting  or  undermining 
many  otherwise  excellent  rehabilitative  efforts  in  both  of  the  other  categories— hard- 
won  compensatory  skills  and  painfully  attained  psychological  adjustments.  The  examples 
cited  earlier  bring  into  focus  a  real  blind  spot  in  rehabilitation  curriculum  design.  There 
is  a  deep  philosophical  and  practical  need  for  the  development  of  a  perceptual  approach 
to  rehabilitation  in  blindness  based  on  its  own  rationale  and  conceptual  source.  The 
pedagogical  organization  and  dissemination  procedures  should  be  as  well  defined  and 
implemented  as  they  have  been  for  the  compensatory  skills  and  psychosocial  categories. 

This  need,  while  undefined,  has  been  widely  felt  throughout  the  field.  The  Carroll 
Center  has  received  professional  visitors  and  inquiries  from  agencies  for  the  blind  in 
the  United  States  and  abroad  seeking  information  concerning  the  content  and  rationale 
of  the  perceptually  oriented  courses  that  have  been  a  unique  aspect  of  the  Carroll  ap¬ 
proach  to  rehabilitation  in  blindness. 

When  this  concept  becomes  recognized  and  appropriately  implemented,  it  will  pro¬ 
vide  the  field  not  simply  with  an  added  or  a  missing  factor  in  rehabilitation.  Rather, 
it  will  provide  the  most  fundamental  factor— perceptual  restoration.  Since  loss  of  percep¬ 
tion  of  one’s  immediate  environs  precedes,  underlies,  and  is  root  cause  of  all  the  losses, 
indeed,  is  the  disabling  factor  in  blindness,  perceptual  rehabilitation  will  be  the  means 
of  achieving  optimum  effectiveness  in  both  other  categories  of  rehabilitation- 
compensatory  skills  and  psychological/emotional  well-being,  which  in  turn  have  long 
suffered  from  the  unintegrated  and  indirect  attention  given  hitherto  to  perceptual 
rehabilitation. 


SENSORY  RETRAINING 

In  Father  Carroll’s  (1961)  words: 


Rehabilitation  has  four  main  phases,  involved  in  varying  proportions  in  each 
of  the  twenty  restorations  we  need  to  consider:  the  first .  .  .since  it  is  so  vital 
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to  all  the  particular  restorations ...  is  training  the  other  senses  to  take  over 
the  role  of  sight .  .  .the  basic. .  .“reality  restoration”  making  up  for  the  basic 
“reality  loss”  of  a  major  means  of  perception,  (p.  98) 

With  loss  of  sight,  the  nonocular  senses  undergo  a  change,  a  loss  not  of  acuity  but 
of  effectiveness.  This  fact  is  quite  contrary  to  the  popular  notion  that  the  remaining 
senses  automatically  increase  in  both  acuity  and  usefulness  as  a  natural  compensation 
for  loss  of  sight.  This  decreased  effectiveness  occurs  in  part  because  sight  was  so  domi¬ 
nant,  tending  not  only  to  monitor  and  supervise  all  other  sensory  activity  but  to  serve 
in  a  supportive  mode  in  the  functioning  of  each  and  to  integrate  their  various  inputs 
into  a  unitary  percept.  Without  the  reinforcement  of  sight,  therefore,  confidence  in  the 
nonocular  senses  is  severely  shaken  and  their  normal  effectiveness  undermined. 

To  say  of  a  newly  blinded  person  that  he  or  she  will  now  have  to  make  do  with  his  or  her 
remaining  senses  is  not  an  accurate  description  of  the  problem.  What  he  or  she  is  actually 
left  with  is  the  wounded  and  unintegrated  remains  of  the  remaining  senses,  left  unsupported 
by  sight.  This  state  can  persist  for  life  unless  a  deliberate  and  appropriate  effort  is  made 
to  counter  it.  The  first  step  in  rehabilitating  a  newly  blinded  person  is  to  start  from  this 
below-normal  condition  and  restore  these  senses  to  their  former  level  of  efficiency  without 
the  support  of  sight.  Far  more  than  the  ordinary  level  of  efficiency  will  be  demanded  of 
the  remaining  senses,  however,  to  make  up  for  the  quintessential  loss  of  “perception-of- 
environs”  formerly  provided  by  sight.  Fortunately,  the  ordinary  level  of  use  of  these  senses 
is  by  no  means  the  limit  of  any  sense’s  capacity,  since  the  nonocular  senses  generally  func¬ 
tion  at  levels  far  below  each  sense’s  potential,  in  part  because  the  ordinary  activities  of  living 
demand  so  little  of  our  nonocular  senses  and  in  part  because  sight  takes  over  and  completes 
so  many  perceptual  tasks. 

This  discrepancy  between  sensory  potential  and  general-use  level  is  manifest,  for  ex¬ 
ample,  when  teaching  typing  to  a  person  whose  kinesthetic  sense  had  never  been  called 
upon  for  any  but  the  ordinary  skills  involved  in  the  tasks  of  daily  living.  Within  a  few  weeks, 
this  person,  who  had  thought  it  was  impossible  to  type  without  looking  at  the  keys,  finds 
his  or  her  fingers  “flying”  surely,  without  the  use  of  sight,  from  a  half-inch  diameter  “land¬ 
ing  pad”  to  any  of  about  50  others,  distributed  over  five  levels.  He  or  she  also  switches  from 
finger  to  finger  and  hand  to  hand  at  no  little  speed,  and  each  time  with  such  accuracy  that 
if  a  key  is  struck  an  eighth  of  an  inch  off  dead  center,  two  keys  are  struck,  jamming  the  type¬ 
writer.  Such  vast  improvement  in  the  performance  of  the  kinesthetic  sense  that  only  a  few 
weeks  back  enabled  the  individual  to  plunk  slowly  along  even  with  the  aid  of  sight  reveals 
how  great  are  the  untapped  resources  available  in  latent  sensory  capabilities.  The  potential 
in  all  the  nonocular  senses  is  high  but  will  be  neglected  unless  the  individual  is  trained  to 
utilize  it  to  the  degree  desired  or  necessary  for  restoring  the  normal  activities  of  living  or 
demanded  by  occupational  or  recreational  pursuits  that  require  a  specialized  virtuosity. 
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In  order  to  indicate  graphically  the  potentials  available  to  nonocular  sensory  develop¬ 
ment  in  rehabilitation  of  the  blind,  it  will  be  useful  to  assign  roughly  indicative  percen¬ 
tages  to  the  several  levels  of  use  by  sighted  persons: 

Level  of  Use  Potential  Level  {%) 

1.  Ordinary  level  (with  sight)  50 

2.  Depressed  level  without  sight  30 

3.  Ordinary  level  restored  (but  without  sight)  through 

nononocular  sensory  training  50 

4.  Above-normal  level  (i.e.,  skilled  activities  such  as  typing,  bicycling) 

attained  without  sight  70 

5.  Virtuoso  level  (e.g.,  concert  pianist’s  level,  magician’s  sleight  of  hand, 

Olympic  gymnast’s  feats)  85-95 

These  nonocular  sensory  potentials,  therefore,  will  become  effective  in  rehabilitation 
of  the  blind  only  after  individuals  have  passed  through  several  distinct  phases  of 
development: 

Phase  1:  Restoration  of  each  sense  to  its  former  ordinary  level  of  effectiveness  when 
supported  by  sight,  but  now  without  the  reinforcement  of  sight,  that  is,  restoration  of 
“hearing  for  hearing’s  sake”  only,  to  whatever  level  of  use  one’s  ordinary  activities  and 
living  circumstances  had  called  for  before  loss  of  sight. 

Phase  2:  Development  beyond  the  prior  ordinary  level  of  effectiveness  toward  the 
level  called  for  and  attained  in  many  common  skill  activities— riding  a  bicycle,  hand¬ 
writing,  etc— a  level  desirable  for  generalized  application  in  order  to  take  up  the  slack 
in  perception  of  environment  caused  by  lack  of  sight. 

Phase  3:  Creation  of  new,  extraordinary  applications  of  each  sense  directed  toward 
replicating  to  an  effective  degree  perceptual  activities  formerly  performed  by  sight.  This 
area  of  overlapping  perceptual  capabilities  makes  surrogate  ocular  perceptions 
possible— the  artful  use  of  nonocular  senses  specifically  for  “seeing’s”  sake,  for  which 
activity  Father  Carroll  coined  the  name  “videation.” 

To  repeat,  such  training  requires  more  than  imparting  information  and  demonstrating 
to  the  blind  person  his  or  her  hidden  perceptual  resources.  He  or  she  must  be  skillfully 
assisted  in  practicing  them,  first  separately,  to  learn  the  possibilities  and  limitations 
of  each  sense-use,  and  then  in  integrative  tasks,  until  finally  the  perceptual  response 
is  unitary,  like  that  of  sight,  and  provides,  without  conscious  effort,  an  effective  com¬ 
prehensive  visualoid  concept  of  environments.  This  permits  a  blind  person  to  break 
out  of  the  subway-tunnel  mode  of  spatial  awareness  wherein  only  an  occasional  station 
stop  along  the  way  opens  out  to  the  world  around  him. 
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To  define  clearly  the  ultimate  purpose  of  this  training,  it  helps  to  examine  in  a  graphic 
format  the  nature  and  scope  of  cross-modal  perceptions  intraocular  and  cross-sensory 
that  are  charted  in  the  appendix  to  this  discussion. 

This  overview  of  the  complex  problem  of  sensory  retraining  reveals  the  importance 
for  effective  and  lasting  rehabilitation  to  counter  the  common  tendency  of  a  newly  blinded 
person  to  shrink  attention  to  one  sense-use  only.  Usually  that  sense  is  “touch,”  and 
the  individual  becomes  permanently  dependent  on  it  to  the  exclusion  of  the  other  senses. 
It  is  as  if  making  hand  contact  from  landmark  to  landmark  and  “groping”  with  a  cane 
were  the  only  options  left  for  getting  around  even  in  familiar  environs.  This  narrowing 
of  attention  would  not  be  unlike  using  only  one  of  the  eye’s  seven  perceptual  functions 
for  visual  orientation  and  mobility  activities,  as  if  one  were  to  ask  the  sense  of  sight 
to  perceive  only  the  brightness  or  darkness  of  anything  in  view,  overlooking  the  eyes’ 
capability  of  perceiving  also  its  form,  dimensions,  orientation,  movement,  and  color. 

For  a  person  without  sight  to  function  as  normally  and  as  “visually”  as  possible, 
that  is,  multiperceptually,  all  nonocular  sensory  intake  available  must  be  adverted  to 
and  then  integrated.  A  comprehensive  and  unitary  percept  of  one’s  environs  similar 
.  to  that  provided  by  sight  is  otherwise  not  possible. 


CONCLUSION 

Sensory  retraining  should  reach  beyond  the  effects  of  blindness  to  their  causative  factors. 
It  should  not  simply  be  designed  around  a  blind  person’s  existing  disabilities  and  should 
not  simply  aim  at  providing  training  for  whatever  living  activities  are  possible  based 
on  the  person’s  normal  use  of  the  “remaining  senses.”  Rather,  it  should  aim  specifical¬ 
ly  at  replacing  those  perceptual  capabilities,  the  loss  of  which  is  the  disabling  factor, 
by  an  artful  use  of  untapped  nonocular  perceptual  resources  never  previously  adverted 
to  because  of  sight.  At  the  same  time  it  should  aim  at  restoring  normal  living  activities 
around  the  new  surrogate  capabilities. 
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Cross-Modal  Chart 
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Cross-Sensory  Chart 
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Cross-Sensory  Chart 
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Key  to  Cross-Sensory  Chart 

direct  sensory  information 
perceived  indirectly 

no  alternate  source  of  sensory  information 

l=direct  sound  perceives  identity,  direction,  distance 
2=timed  echo  perceives  direction,  distance 
3=timbre  perceives  identity 
4=“facial  vision”  perceives  proximity 

l=active  (manipulative  function) 

2=passive  (perceptive  function) 

l=pressure  sensors 
2=  thermal  sensors 

3=field  array  of  skin’s  tactile  sensor  cells  (two- 
dimensional  image  capability,  e.g. ,  braille) 


POSTSCRIPT 

To  the  best  of  my  knowledge,  the  correlations  and  identifications  set  forth  here— among 
the  eye’s  anatomical  features,  physical  functions,  perceptual  activities  (and  perceptual 
lack  or  loss  in  blindness)— and  the  specific  relationships  of  the  seven  discrete  ocular 
perceptions  to  the  seven  basic  visual  art  forms — have  not  previously  been  perceived 
as  a  synthesis  nor  defined  as  a  concept. 

If  this  is  true,  I  submit  that  this  approach  constitutes  a  fundamental  advance  in 
understanding  the  nature  of  human  vision  and  the  nature  of  blindness— with  significant 
implications  applicable  paradoxically  both  to  the  field  of  rehabilitation  in  blindness  and 
to  the  visual  arts. 


PART  TWO 

COMMENTARIES  ON 
REHABILITATION  SERVICES 
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BLINDNESS:  FROM  IMPAIRMENT 
TO  REHABILITATION 

John  F.  Muldoon 


PART  I:  BLINDNESS  AS  IMPAIRMENT, 
DISABILITY,  AND  HANDICAP 


The  purpose  of  this  essay  is  to  present  a  model  for  understanding  the  mean¬ 
ing  of  blindness  and  how  that  understanding  affects  the  way  in  which  services  for  blind 
persons  are  developed  and  managed.  The  essay  begins  with  a  discussion  of  the  con¬ 
cepts  of  illness,  impairment,  disability,  and  handicap  and  then  presents  a  systematic 
approach  to  the  broad  issues  of  helping  blinded  persons.  Attention  is  given  to  blindness 
as  an  objective  event,  as  a  subjective  experience,  and  as  a  systems  issue.  The  presenta¬ 
tion  draws  much  from  the  writings  of  Thomas  J.  Carroll,  especially  his  unusually  sen¬ 
sitive  understanding  of  the  wide-ranging  effects  of  blindness  and  the  steps  that  need 
to  be  taken  to  offset  the  unnecessary  psychological  and  social  effects  of  blindness  on 
people  and  systems.  It  ends  by  describing  a  process  of  rehabilitation  based  on  current 
understanding  of  behavior  and  systems. 


ILLNESS  AND  INJURY  AS 
TEMPORARY  CONDITIONS 

Decreased  visual  acuity  results  from  impairments  of  the  visual  apparatus.  The  loss  or 
diminution  of  vision  is  associated  with  specific  changes  in  the  sensory  and  neurological 
systems,  changes  that  can  usually  be  observed  and  recorded.  Various  corrective  measures 
can  be  taken,  and  the  vision  loss  can  sometimes  be  restored  by  a  combination  of  treat¬ 
ment  and  prostheses.  In  such  cases,  the  person’s  life  as  a  sighted  person  is  not  radically 
changed.  One  way  or  another,  the  person  has  enough  sight  to  guide  his  or  her  daily 
activities.  But  for  others,  the  loss  of  sight  means  a  radical  change  in  lifestyle;  it  brings 
about  the  end  of  life  as  a  sighted  person  and  the  beginning  of  new  challenges  and  respon¬ 
sibilities  as  a  visually  impaired  person  (Carroll,  1961). 

The  psychological  experience  of  vision  loss,  the  fear  of  its  permanence,  and  the  anx¬ 
iety  about  the  effectiveness  of  treatment  can  cause  noticeable  stress  in  the  individual, 
whether  or  not  the  loss  of  vision  is  lasting.  A  person  can  become  preoccupied  with 
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his  or  her  visual  problem,  experience  difficulty  sleeping,  lose  appetite  or  overeat,  become 
morose  and  withdrawn,  have  trouble  concentrating,  and,  in  general,  experience  symp¬ 
toms  usually  associated  with  stress.  With  successful  treatment  for  the  visual  loss,  the 
person’s  stress  symptoms  will  be  reduced  and  may  gradually  disappear,  leaving  no  long- 
lasting  signs  of  chronic  stress.  In  such  cases,  the  stress  is  situational  and  temporary. 
Usually,  the  person’s  habitual  ways  of  coping  with  stress  are  sufficient  to  enable  him 
or  her  to  undergo  these  experiences  without  seriously  losing  the  ability  to  take  care 
of  himself  or  herself  and  fulfill  his  or  her  responsibilities.  The  situation  is  similar  to 
other  health  and  personal  crises  that  people  experience.  It  need  not  result  in  a  drastic 
reordering  of  life  nor  leave  permanent  scars  on  the  person’s  psyche.  However,  the  ex¬ 
perience  may  be  painful  and  disruptive  enough  to  warrant  some  professional  help  in 
the  form  of  supportive  counseling,  stress  management,  and  medication.  In  these  latter 
cases,  we  recognize  that  the  person  is  not  considered  handicapped  even  though  an  im¬ 
pairment  of  sight  has  temporarily  disabled  him  or  her. 


IMPAIRMENT  AND  DISABILITY 

To  understand  the  effects  of  blindness  or,  for  that  matter,  of  any  seriously  disabling  con¬ 
dition,  it  is  essential  to  distinguish  among  the  concepts  of  impairment,  disability,  and 
handicap  insofar  as  they  refer  to  the  experience  of  the  person  who  becomes  disabled 
and  perhaps  handicapped. 

An  impairment  is  a  specific,  observable  (at  least  theoretically)  change  in  the  physical 
or  biochemical  makeup  of  an  organism  resulting  from  injury  to  or  deterioration  of  its  struc¬ 
ture.  For  example,  the  spinal  cord  of  a  person  may  be  injured  as  a  result  of  a  combination 
of  accident  and  subsequent  bleeding  and  swelling;  or,  a  person’s  eye  may  be  injured  by 
hemorrhaging  or  loosening  of  the  retina.  In  these  cases,  something  happens  to  interfere 
with  a  structure  that  is  essential  for  an  important  function.  In  the  first  example,  the  impair¬ 
ment  of  the  spinal  cord  reduces  or  eliminates  the  person’s  ability  to  walk,  and  in  the  second 
example,  the  impairment  of  the  retina  reduces  or  eliminates  the  person’s  ability  to  respond 
to  light.  The  impairment  affects  the  functioning  of  a  subsystem  within  the  body  with  the 
result  that  a  person  loses  the  ability  to  use  that  function,  the  loss  of  which  is  identified  as 
a  disability.  The  fact  that  the  spinal  cord  is  injured  or  the  eye  is  hemorrhaging  is  one  thing; 
the  fact  that  the  person  now  cannot  walk  or  see  is  another.  The  first  describes  the  impair¬ 
ment,  the  second  the  disability.  The  impairment  causes  the  disability.  The  person  is  the 
subject  of  both  events,  but,  in  a  sense,  he  or  she  endures  the  first  and  experiences  the  second. 
He  or  she  is  a  relatively  passive  subject  to  the  first,  perhaps  aware  that  something  is  hap¬ 
pening  because  of  pain  or  other  sensations,  but  experiences  the  resulting  disability  in  an 
immediate,  personally  meaningful  way. 
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The  distinction  between  an  impairment  and  a  disability  is  important  because  the  treat¬ 
ment  of  each  is  different.  Treatment  of  the  impairment  attends  to  the  structural  changes 
and  is  usually  done  by  physical  intervention  aimed  at  eliminating  or  at  least  reducing 
the  impairment.  Surgery  right  after  a  spinal  cord  injury  to  remove  the  blood  in  the  spinal 
cord  may  stop  the  crushing  pressure  on  the  cord;  surgery  on  the  eye  can  clear  up  some 
of  the  blood  clots  on  the  retina  or  reattach  the  retina.  In  these  instances,  the  impairments 
are  repaired  so  that  the  functions  associated  with  those  structures  return,  at  least  to 
some  degree. 

Treatment  for  disability  focuses  on  replacing  functions  reduced  or  lost  by  the  im¬ 
pairments.  A  special  lens  may  restore  functional  vision  to  the  visually  impaired  just 
as  a  hearing  aid  may  restore  functional  hearing  to  the  hearing  impaired.  A  goal  of  treating 
the  disability  is  to  restore  the  function,  directly  with  the  aid  of  a  prosthesis  or  indirectly 
by  training  or  by  the  use  of  machines.  A  blind  person  can  replace  some  environmental 
information  by  training  his  or  her  hearing  and  kinesthetic  senses;  a  paraplegic  can  achieve 
some  locomotion  by  the  use  of  a  wheelchair. 

When  a  person  experiences  the  loss  of  function— the  disability— he  or  she  often  reacts 
with  intense  feelings.  This  personal  reaction  is  the  secondary  effect  of  the  impairment. 
Whereas  the  loss  of  the  physical  function  itself  is  the  primary  effect,  the  secondary 
effects  involve  psychological  functioning. 

The  primary  effect  tends  to  take  place  within  a  very  short  time  period,  whereas  the 
secondary  effects  can  take  place  over  a  much  longer  period  and  often  in  predictable 
sequence:  immediate  shock,  denial  of  loss,  sense  of  helplessness,  objective  evaluation, 
and  adaptive  response.  The  secondary  effects  may  even  generate  other  effects  in  the 
sense  that  the  first  wave  of  secondary  effects  may  so  upset  a  person’s  equilibrium  that 
he  or  she  reacts  to  the  shock  by  withdrawing  and  avoiding  any  activities  that  would 
remind  him  or  her  of  the  loss.  This  latter  reaction  is  not  a  reaction  to  the  impairment 
but  to  a  personal  sense  of  devastation  that  itself  has  become  intolerable.  These  effects, 
which  can  be  called  the  tertiary  effects  of  the  impairment,  are  important  in  determining 
the  unique  characteristics  of  the  handicap  that  develops  from  the  effects  of  the  impair¬ 
ment  and  disability  on  the  personal  makeup  of  the  person. 

The  distinctions  among  impairment,  disability,  and  handicap  go  beyond  the  analysis 
given  by  Nagi  (1971)  and  Sigelman,  Vengroff,  and  Spanel  (1984).  Although  these  authors 
made  distinctions  based  on  observable  physical  changes  and  changes  in  the  behavior 
of  the  patient,  I  have  introduced  the  subjective  experience  of  the  person  as  a  variable 
that  influences  the  impact  of  the  impairment  and  functional  loss  on  the  person.  Their 
approach  and  the  one  described  here  are  similar  in  that  all  distinguish  between  objec¬ 
tive  injury  and  change  and  disability.  Both  approaches  are  based  on  the  belief  that  ap¬ 
propriate  help  for  an  individual  must  take  into  consideration  multiple  levels  of  loss  and 
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dysfunction.  The  distinctions  made  in  this  paper  among  impairment,  disability,  and 
handicap  go  beyond  Nagi  and  Sigelman  et  al.  and  follow  Carroll’s  (1961)  intuitions  about 
the  interaction  of  blindness  with  the  personal  makeup,  attitudes,  and  values  of  the  blind 
person  and  those  who  interact  with  him  or  her. 

Individual  reactions  to  blindness  are  complex;  therefore,  it  is  critical  to  recognize 
the  distinction  between  an  impairment  and  a  disability  whenever  diagnosing  and  treating 
a  disabled  person.  The  assessment  of  the  impairment  and  its  effects  on  physical  and 
psychological  functioning  should  be  essential  elements  of  a  complete  diagnostic  evalua¬ 
tion.  In  an  earlier  paper  (Connor  &  Muldoon,  1973),  a  detailed  description  of  a  multilevel 
assessment  (physiological,  personal,  and  social)  as  well  as  a  corresponding  remedial- 
rehabilitation  response  to  the  impairment  and  losses  was  presented.  Such  an  approach 
to  helping  the  disabled  assures  the  client  that  no  aspect  of  the  impairment  or  its  effects 
on  physical,  psychological,  and  social  functioning  will  be  overlooked  in  the  course  of 
rehabilitation. 

It  has  been  a  custom  in  medicine  to  refer  to  an  illness  or  injury  simply  in  terms  of 
the  affected  organ  or  the  process  taking  place  in  the  affected  part  of  the  body.  Terms 
like  coronary  occlusion,  pneumonia,  acquired  immunodeficiency  syndrome,  arthritis, 
and  appendicitis  are  common  examples  of  this  practice.  The  diagnostic  label  does  not 
identify  the  cause  of  the  impairment  of  the  disease  or  its  effects  on  other  parts  of  the 
body  or  on  the  psychological  well-being  of  the  patient.  The  labeling  of  a  condition  is 
only  the  beginning  of  the  process  of  evaluating  and  treating  an  illness,  disease,  or  in¬ 
jury.  The  process  includes  surveying  the  functional  and  psychological  as  well  as  the 
physical  effects. 

Comprehensive  health  care  recognizes  the  complex  interdependencies  of  the  systems 
of  the  body  and  the  interaction  among  health,  behavior,  and  a  person’s  feelings  and 
fears.  Good  health  care  requires  caring  for  all  aspects  of  the  person.  Such  an  approach 
is  especially  important  in  the  diagnosis  and  treatment  of  serious  illnesses  and  injuries 
where  the  active  cooperation  of  the  patient  in  the  treatment  process  is  essential  to  its 
success.  Behavioral  medicine  owes  its  development  to  an  awareness  of  these  in¬ 
terdependencies  and  to  our  understanding  that  treating  only  the  affected  part  of  the  body 
often  does  not  work  (Moos,  1977). 

Rehabilitation  has  traditionally  prided  itself  on  its  concern  for  the  whole  person  and 
has  adopted  high  standards  for  its  efforts  to  help  clients  overcome  all  the  effects  of  serious 
disability  (see  “Preface  to  the  Second  Edition:  Value-Laden  Beliefs  and  Principles” 
in  Wright  [1983]  for  a  thorough  and  inspiring  statement  of  the  dimensions  of  rehabilita¬ 
tion).  It  is,  therefore,  ironic  that  the  rehabilitation  system  continues  to  use  simple  terms 
both  as  labels  for  the  losses  experienced  by  individuals  and  as  a  way  of  organizing  ser¬ 
vices  to  help  the  disabled.  It  is  customary  in  rehabilitation  to  identify  disability  by  the 
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name  of  the  dominant  functional  loss  (e.g.,  blindness,  deafness,  paraplegia).  The  un¬ 
fortunate  result  is  that  the  secondary  and  tertiary  effects  of  the  impairment  are  often 
neglected.  The  system  fails  to  look  at  the  multiple  effects  of  impairment  and  disability 
on  the  person’s  physical,  psychological,  and  social  systems.  This  practice  draws  atten¬ 
tion  away  from  the  effects  of  the  disability  on  the  whole  person  and  exercises  a  limiting 
influence  on  the  rehabilitation  system,  which  focuses  primarily  on  the  task  of  restoring, 
replacing,  or,  in  some  cases,  compensating  for  the  loss  of  a  specific  function  resulting 
from  the  impairment. 

The  practice  of  labeling  disabilities  often  tends  to  obscure  other  results  of  the  disability 
unless  they  are  so  dramatic  that  they  cannot  be  avoided.  In  most  cases,  for  instance, 
little  help  will  be  offered  to  deal  with  the  personal  or  family  reactions  to  the  disability 
unless  those  reactions  interfere  with  the  rehabilitation  process  as  it  is  conceived  of  and 
presented  by  the  staff.  A  client  who  is  uncooperative,  angry,  or  abusive  will  be  sent 
to  a  psychosocial  specialist  more  as  a  sign  of  the  client’s  failure  to  live  up  to  staffs  ex¬ 
pectations  than  because  of  an  interest  in  helping  him  or  her  cope  with  the  important 
feelings  underlying  his  or  her  behavior.  Referral  to  a  psychiatrist  is  seldom  routine  in 
a  rehabilitation  program.  When  it  happens,  it  carries  the  stigma  of  maladjustment,  which 
adds  to  the  client’s  feelings  of  inadequacy  and  of  being  different-different  from  family 
and  friends  by  reason  of  the  disability  and  different  from  the  community  of  blind  or 
disabled  persons  by  reason  of  his  or  her  feelings  and  behavior. 

A  serious  physical  impairment  produces  a  personal  loss  that  goes  well  beyond  the 
immediate  functional  effects  of  the  event.  Loss  of  any  skill  or  any  part  of  the  sensory, 
nutritional,  or  muscular  system  will  have  its  effect  on  all  the  systems  of  the  body  to 
the  extent  that  they  are  interdependent.  In  addition,  every  system  within  the  body  sup¬ 
ports  the  psychological  and  social  functioning  of  the  person.  The  person’s  concept  of 
his  or  her  body,  skills,  strengths,  and  weaknesses  involves  the  typical  functioning  of 
the  body’s  various  systems.  The  disruption  of  personal  functioning  will  affect  his  or 
her  sense  of  well-being  and  competence  and  the  way  he  or  she  looks  forward  to  the 
future  and  his  or  her  various  roles  within  the  family  and  community.  The  disruption 
of  functioning  is  the  result  of  the  interaction  of  the  physical  loss  with  other  bodily  systems, 
with  the  psychological  makeup  of  the  person,  and  with  the  reactions  of  family,  friends, 
and  community. 


DISABILITY  AS  A  PSYCHOSOCIAL  EVENT 

Disability  is  physical,  psychological,  and  social  in  nature.  It  is  psychological  in  that 
it  involves  the  individual’s  reaction  to  the  disability.  The  disability  occurs  within  a  social 
context  that  shapes  how  family  and  friends  react  to  it  and  how  it  will  eventually  be 
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managed  as  a  social  event.  The  feelings  generated  in  family  and  friends  radiate  into 
their  perceptions,  attitudes,  and  behavior,  thus  influencing  their  social  interaction.  The 
reactions  of  others  affect  the  disabled  person  as  he  or  she  becomes  aware  that  people 
may  now  treat  him  or  her  differently,  sometimes  being  more  solicitous  and  attentive, 
at  other  times  avoiding  routine  exchanges.  All  of  these  experiences  make  the  onset  of 
blindness  a  major  psychosocial  event. 

Carroll  was  one  of  the  first  persons  to  call  attention  to  the  widespread  effects  of  blind¬ 
ness  on  the  person,  the  family,  and  the  community.  In  his  talks  and  papers  given  at 
meetings  in  the  1950s  and  in  his  book  on  blindness,  Carroll  (1961)  often  discussed  the 
multiple  effects  of  blindness  on  the  individual.  He  described  blindness  as  a  multiple 
disability  because  of  its  effects  on  the  psychological  and  social  well-being  of  the  per¬ 
son.  Analyzing  blindness  as  a  web  of  disablements  that  varied  according  to  the  individual 
and  his  circumstances,  Carroll  (1961)  identified  20  serious,  distinct  losses  to  support 
his  conclusion  that  blindness  was  indeed  a  multiple  disability. 

Recognizing  the  complex  effects  of  disability  on  the  person  should  help  planners  and 
rehabilitation  staff  develop  programs  relevant  to  the  needs  of  the  disabled  person.  Car- 
roll’s  analysis  led  him  to  design  a  unique  approach  to  helping  newly  blinded  clients, 
an  approach  based  not  on  a  listing  of  physical  and  functional  aspects  of  blindness  but 
on  an  understanding  of  the  loss  to  the  person,  the  family,  and  the  community.  The  cause 
of  blindness  and  the  degree  of  visual  impairment  are  important  pieces  of  information 
for  planning  services  but  are  secondary  to  understanding  the  meaning  and  response 
of  the  blinded  person  to  the  experience  of  losing  his  or  her  sight. 


THE  BLINDNESS  SYSTEM 

Families,  friends,  and  associates  react  variously  to  the  social  event  of  blindness  and  to  being 
in  the  company  of  a  blind  person.  To  gain  a  perspective  on  these  reactions,  it  is  helpful  to 
look  at  the  family,  the  community,  and  the  rehabilitation  center  as  a  system.  In  the  technical 
sense,  the  system  is  a  group  of  interrelated  and  interdependent  units  interacting  over  time, 
with  a  shared  history  and  a  pattern  of  expectations  (Churchman,  1979). 

The  blindness  system  consists  of  many  components,  each  with  its  own  resources,  goals, 
activities,  and  indicators  of  performance.  The  client,  the  family,  the  agency,  the  agency 
staff,  employers,  members  of  university  training  programs,  school  officials,  and  state 
officials  and  legislators  are  all  part  of  the  system.  Each  has  its  own  perspective  on  the 
system  and  on  the  role  of  the  other  components.  The  system  cannot  be  managed  in  the 
usual  sense  of  that  word  because  its  components  lack  a  clear,  reliable  structure  and 
accepted  roles,  responsibilities,  and  goals  even  though  they  are  all  interdependent,  react 
to  each  other,  and  produce  the  system  of  services  for  blind  persons. 
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Blindness  is  the  agent  that  validates  the  existence  of  the  treatment  and  rehabilitation 
systems.  It  precipitates  the  activities  with  the  system  that  affect  the  well-being  of  the 
system  and  the  individuals  within  it.  Rehabilitation  services  serve  as  a  resource  to  help 
the  blind  person  and  others  adapt  to  the  changes  brought  about  by  the  blindness.  The 
blind  person  benefits  from  the  treatment  and  training,  the  family  gains  increased  peace 
of  mind,  professional  staff  earn  a  living  and  enhance  their  professional  careers,  legislators 
and  other  funders  of  services  are  delighted  that  they  have  been  instrumental  in  bringing 
about  these  good  effects,  and  the  general  community  feels  the  satisfaction  of  seeing  the 
commonweal  prosper. 

The  interdependencies  of  clients,  families,  neighbors,  employers,  and  rehabilitation 
staff  alert  us  to  the  fact  that  all  elements  in  a  community  are  affected  by  blindness  and 
in  turn  affect  how  blindness  is  experienced.  The  interaction  and  interdependence  ex¬ 
tend  to  an  ever-widening  circle.  The  more  we  analyze  the  needs  of  blind  persons,  the 
more  we  are  aware  that  the  service  system  involves  practically  everyone— that  the  well¬ 
being  of  clients,  staff,  and  community  are  interrelated. 

Insofar  as  service  agencies  depend  on  support  from  donors  and  governments,  the 
behavior  of  the  clients  and  staff  affect  the  support  that  these  groups  give  to  services 
for  the  blind.  Legislators,  foundation  staff,  and  donors  are  influenced  by  what  they  read, 
see,  and  experience,  and  their  main  source  of  information  about  blindness  is  from  the 
blind  person  and  representatives  of  the  blindness  system.  Their  decisions  to  support 
services  for  blind  people  will  be  influenced  by  blind  persons  as  well  as  by  advocates 
for  blinded  persons. 

The  behavior  of  persons  like  Helen  Keller  has  been  an  important  factor  in  the  develop¬ 
ment  of  services  for  the  blind.  Keller’s  life  demonstrated  what  can  be  accomplished 
by  effort  and  opportunity.  Her  role  as  spokesperson  for  blind,  visually  impaired,  and 
deaf-blind  people  affected  a  generation  of  donors  and  legislators.  State  programs  were 
initiated,  at  least  partially,  as  a  result  of  her  appearances  before  state  legislators  on  behalf 
of  blind  persons.  To  this  day,  we  continue  to  benefit  from  her  influence  in  many  ways. 
For  instance,  the  Lions  Club  has  sold  peanuts  to  support  services  for  blind  people  ever 
since  she  encouraged  them  to  do  so  in  the  1920s  (Koestler,  1976). 

Similarly,  the  federal  government’s  support  for  high-quality  treatment  in  rehabilitation 
programs  for  servicemen  blinded  during  World  War  II  was  greatly  influenced  by  the 
behavior  of  the  early  leaders  of  the  Blinded  Veterans  Association  (BVA) ,  who  lobbied  Con¬ 
gress  for  comprehensive  services.  By  explaining  the  needs  of  the  blinded  veterans  and 
displaying  their  independence  and  sense  of  social  responsibility,  the  BVA  illustrated  the 
good  that  could  result  if  blinded  veterans  received  proper  assistance  and  training  not 
available  in  their  communities.  In  the  process,  the  blinded  veterans  transformed  their  image 
as  dependents  of  the  government  to  that  of  leaders  and  models  of  citizenship. 
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BLINDNESS  AS  A  HANDICAP 

We  have  seen  that  blindness  is  a  multiple  disability  in  that  it  affects  many  resources 
within  the  person  and  causes  changes  that  go  beyond  the  single  loss  of  vision.  We  have 
referred  to  these  changes  or  losses  as  primary  and  secondary  effects  of  blindness.  Blind¬ 
ness  is  also  a  psychosocial  event  in  that  it  is  a  community  happening  that  affects  many 
people  and  many  relationships. 

We  come  now  to  the  concept  of  blindness  as  handicap.  Blindness,  the  impairment, 
involves  the  loss  of  sight  (the  primary  disability)  and  an  array  of  personal  reactions 
to  the  experience  of  losing  one’s  sight  (the  secondary  disability).  The  primary  disabili¬ 
ty  interacts  with  the  personal  characteristics  of  the  person  and  his  or  her  social  setting 
to  produce  the  global  or  tertiary  effects  of  the  loss  of  vision  on  the  person.  This  process 
can  be  represented  by  a  formula: 

Handicap =Disability  x  Person  x  Community 

This  formula,  which  can  be  read  like  an  algebraic  equation,  states  that  the  dependent 
variable  or  outcome  (the  handicap)  is  the  result  of  three  factors  or  components:  the 
nature  of  the  disability,  the  characteristics  of  the  affected  person,  and  the  characteristics 
of  the  persons  and  institutions  that  are  part  of  the  blind  person’s  community  experience. 
But  the  three  factors  added  together  do  not  make  up  the  handicap,  as  if  the  handicap 
could  be  determined  simply  by  summing  the  components.  Rather,  the  handicap  results 
from  the  interaction  of  the  factors,  which  is  indicated  by  the  multiplication  sign  (x) 
in  the  equation.  In  a  sense,  the  sum  is  greater  than  the  parts.  One  cannot  adequately 
describe  a  handicap  simply  by  describing  the  cause  of  the  loss  of  sight,  the  exact  visual 
loss,  the  makeup  of  the  person  and  the  family,  and  additional  information  about  the 
person’s  employment,  his  or  her  religious  affiliation,  his  or  her  modes  of  recreation, 
the  type  of  community  he  or  she  lives  in,  the  availability  of  rehabilitation  services,  and 
the  like. 

The  three  components  of  the  equation  interact  uniquely  in  each  situation  so  that, 
although  there  will  always  be  some  homogeneity  within  disabilities  (all  blind  persons 
cannot  see  and  will  need  training  in  mobility;  all  paraplegics  cannot  walk  and  will  need 
a  mechanical  means  of  getting  from  place  to  place),  one  cannot  predict  in  advance  how 
different  people  will  adjust  to  the  same  disability.  The  disability  will  account  for  some 
of  the  similarities  among  persons,  but  the  important  characteristics  of  the  resulting  han¬ 
dicap  will  be  produced  by  the  unique  interaction  of  the  person  and  the  community  to 
the  disability. 

A  person’s  perceptions  will  be  central  in  determining  his  or  her  initial  reaction  to 
blindness  and  to  its  effects  on  others.  Lazarus  and  Folkman  (1984),  in  their  thorough 
analysis  of  stress,  point  out  that  the  impact  of  any  stress  is  affected  by  the  person’s  way 
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of  perceiving  and  adjusting.  People  experience  reality  in  a  subjective  manner.  Percep¬ 
tion  is  influenced  by  the  values  of  the  person  (“commitments,”  in  their  terms),  expecta¬ 
tions  (“cue  sensitivity”),  and  the  inherent  threat  of  the  experience.  The  perceptual  pro¬ 
cess  (“appraisal”  and  later  “reappraisal”)  determines  both  the  immediate  reaction  to 
the  experience  and  the  gradual  adjustment  to  it. 

The  subjective  psychological  experience  is  not  easily  observable  by  another  or,  to 
some  extent,  by  the  person  himself  or  herself.  The  understanding  of  the  experience 
is  developmental  in  nature,  growing  over  time  and  being  influenced  by  the  myriad  other 
experiences  within  the  social  system.  Time  and  interactions  give  people  the  opportunity 
to  observe  and  understand  the  effects  of  the  experience  on  themselves  and  on  others. 
In  the  best  of  all  worlds,  these  interactions  lead  to  understanding. 

Lazarus  and  Folkman’s  (1984)  model  of  stress  reaction  to  blindness  can  just  as  readi¬ 
ly  be  applied  to  the  reactions  of  family,  friends,  and  rehabilitation  staff.  Because  blind¬ 
ness  is  a  stressful  experience  for  sighted  friends  and  family,  their  perceptions  of  the 
experience  will  also  be  shaped  by  their  values,  fears,  and  expectations. 


THE  “UNMOTIVATED”  CLIENT 

One  cannot  predict  how  an  individual  will  react  to  a  disability  or  how  he  or  she  will 
respond  to  attempts  to  help  him  or  her  overcome  the  effects  of  the  disability.  At  one 
extreme  is  the  individual  who  seems  to  understand  the  disability  and  his  or  her  own 
and  others’  reactions  to  it  and  who  uses  assistance  in  a  constructive  manner,  maintain¬ 
ing  a  responsible  role  within  his  or  her  family  and  community.  At  the  other  extreme 
is  the  individual  who  seems  unresponsive  to  assistance,  declares  himself  or  herself 
helpless  and  hopeless,  demands  unreasonable  help  and  unwarranted  privileges,  and  main¬ 
tains  a  dependent  role  within  family  and  community.  He  or  she  consumes  community 
resources  and  contributes  little  to  the  well-being  of  others. 

Such  a  person  may  appear  to  the  rehabilitation  staff  to  be  self-destructive  and  malad¬ 
justed.  But  the  same  behavior  in  the  context  of  his  or  her  family,  friends,  and  previous 
employer  may  be  adaptive  in  terms  of  the  conscious  and  unconscious  goals  of  the  disabled 
person  and  his  or  her  family.  The  challenge  to  everyone  is  to  understand  the  complexity 
of  this  interaction  and  to  mobilize  resources  so  that  the  handicap  is  reduced  and  the 
individual  maintains  an  active  role  in  the  family  and  the  community.  To  overlook  the 
complexity  of  the  experiences  and  to  attempt  to  help  the  person  as  if  the  only  thing 
that  has  happened  is  that  he  or  she  has  lost  his  or  her  sight  is  to  misunderstand  or,  at 
least,  underestimate  the  effects  of  losing  one’s  sight.  Efforts  of  others  to  help  can  be 
misdirected  and  lead  to  frustration  and  even  anger  at  the  handicapped  individual  for 
not  responding  to  help  or  appreciating  the  assistance  and  kindness  that  others  offer. 
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Not  infrequently,  the  uncooperative,  resistant,  or  negativistic  handicapped  client  is 
declared  to  be  “unmotivated”  or  “not  yet  ready  for  rehabilitation.”  This  opinion  reflects 
more  on  the  naivete  of  the  rehabilitation  staff  than  on  the  disposition  of  the  client.  A 
person  is  handicapped  not  simply  because  of  his  or  her  loss  of  vision  but  because  the 
disability  has  radically  affected  his  or  her  personal  adjustment,  feelings,  fears,  and  aspira¬ 
tions.  Although  it  is  true  that  clients  sometimes  resist  assistance,  avoid  learning  new 
skills,  demand  attention,  and  insist  on  unreasonable  care  and  privileges,  it  is  usually 
not  because  they  are  unmotivated.  To  the  contrary,  they  are  well  motivated  to  resist 
the  “unreasonable”  or  unwanted  expectations  of  friends  and  helpers.  The  source  of  their 
motivation  to  resist  may  lie  in  a  combination  of  distrust,  anger,  and  hopelessness  as 
well  as  in  their  stubborn  desire  to  show  their  strength  and  independence  by  resisting 
pressure  to  meet  the  expectations  of  others. 

From  the  client’s  point  of  view,  resistance  and  negativistic  behavior  may  have  a 
positive  side.  Nevis  (1987)  has  pointed  out  that  resistance  to  change  may  be  one 
way  in  which  a  person  deals  with  too  rapid  change  in  his  or  her  situation,  a  way 
to  maintain  some  continuity  and  integrity  with  the  past  and  to  stand  up  to  the  process 
that  continually  demands  that  he  or  she  adjust  to  it  despite  his  or  her  need  for  stability 
and  continuity.  The  greater  the  pressure  to  change,  the  more  the  client  may  resist 
so  that  he  or  she  takes  pride  in  his  or  her  stubbornness  and  ability  to  stand  up  to 
the  system.  Oddly  enough,  even  though  in  the  eyes  of  observers  the  client  may  fight 
the  system,  psychologically  he  or  she  may  be  trying  to  do  for  himself  or  herself 
what  the  rehabilitation  staff  is  also  trying  to  help  him  or  her  do,  that  is,  develop 
a  sense  of  self,  value,  and  ability  to  overcome  forces  that  he  or  she  thinks  may  harm 
him  or  her.  The  difference  seems  to  be  that  client  and  staff  disagree  on  what  is  to 
be  resisted  and  what  is  to  be  assisted. 

Clients’  behavior  will  remain  a  mystery  if  we  improperly  categorize  their  motiva¬ 
tion.  The  only  valid  reason  to  deny  them  access  to  a  rehabilitation  program  is  our 
awareness  that  we  lack  the  understanding,  the  patience,  and,  perhaps,  the  talent  needed 
to  help  them. 

Seen  in  this  light,  resistance  of  clients  need  not  be  classified  as  a  temporary  or  per¬ 
manent  obstacle  but  rather  a  characteristic  of  the  client  as  he  or  she  deals  with  the  rapid 
changes  and  demands  within  his  or  her  life.  If  the  client  needs  to  work  through  his  or 
her  fears  and  feelings  by  resisting  help,  the  staff  can  be  supportive  and  perhaps  in  time 
help  the  client  see  other  ways  to  nurture  pride  in  the  face  of  changes  that  he  or  she  can¬ 
not  control.  The  staff  need  not  be  a  part  of  what  the  client  is  resisting  but  can  become 
a  part  of  his  or  her  effort  to  maintain  self-respect.  The  staff,  for  its  part,  may  learn 
something  about  their  own  ambivalence  about  external  pressure  to  change — especially 
when  the  pressure  is  exerted  by  clients. 
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PART  II:  COMPREHENSIVE 
PSYCHOSOCIAL  REHABILITATION 


SKILL-ORIENTED  VS.  PSYCHOLOGICAL 
REHABILITATION  PROGRAMS 

It  is  desirable  and  appropriate  for  a  rehabilitation  system  to  offer  both  segmented,  skill- 
oriented  services  and  comprehensive  psychosocial  rehabilitation  programs.  The  skill- 
oriented  services  are  designed  to  alleviate  the  functional  loss  occasioned  by  the  impair¬ 
ment.  As  such,  they  are  part  of  the  remedial  assistance  given  to  the  clients,  which  can 
also  include  medical  treatment,  prescription  of  available  prostheses,  and  training  in  their 
use.  For  example,  a  person  who  has  lost  a  limb  in  an  industrial  accident  and  who  has 
been  offered  another  position  within  the  company  with  similar  pay  may  need  only  an 
artificial  limb  and  training  in  its  use  to  enable  a  return  to  work.  If  the  loss  of  a  limb 
reduces  his  or  her  employability,  he  or  she  may  need  additional  vocational  training  and 
assistance  in  finding  work.  Assuming  that  in  neither  of  these  situations  the  person  has 
been  psychologically  weakened  by  the  injury,  the  services  being  offered  can  be  effective. 

However,  if  the  person  has  been  so  psychologically  affected  by  the  disability  that  it 
is  now  difficult  for  him  or  her  to  imagine  leading  a  reasonably  satisfactory  life,  offering 
simple  assistance  in  the  form  of  training  and  placement  will  not  be  effective  in  rehabilitat¬ 
ing  him  or  her.  What  is  needed  is  a  comprehensive,  psychosocially  oriented  rehabilita¬ 
tion  program  that  addresses  the  personally  catastrophic  results  of  the  disabling  condition. 

Comprehensive  psychosocial  rehabilitation  programs  are  by  their  nature  complex 
because  they  address  the  complex  psychological  and  social  effects  of  a  handicapping 
condition  that  affects  a  person’s  feelings  about  himself  or  herself,  his  or  her  future 
accomplishments,  his  or  her  relationships  with  family  and  friends,  and  his  or  her  moti¬ 
vation  for  caring  for  himself  or  herself  and  others.  A  handicap  can  also  reduce  the  level 
of  interest  and  energy  that  a  person  brings  to  the  task  of  adjustment.  The  psychological 
response  to  severe  disability  can  cause  a  loss  of  hope  and  self-respect  and  can  lead  to 
anger,  withdrawal,  and  depression. 


THE  PSYCHOSOCIAL  APPROACH 
TO  REHABILITATION 

Having  discussed  the  complex  needs  of  blinded  persons,  we  can  now  formally  describe 
psychosocial  rehabilitation,  which  is  something  more  than  and  quite  different  from  skill 
training  or  medically  oriented  rehabilitation.  Comprehensive  psychosocial  rehabilita¬ 
tion  is  the  formal  process  by  which  trained  specialists  design  a  setting  and  a  program 
to  help  others  compensate,  overcome,  and  adjust  to  the  effects  of  a  serious  physical 
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impairment,  loss  of  vision.  The  setting  consists  of  buildings,  furniture,  equipment,  and 
staff  arranged  in  a  fashion  believed  to  be  helpful  to  the  process.  The  program  is  the  plan 
that  arranges  and  guides  the  interaction  of  the  clients  and  staff  within  the  physical  setting. 

Psychosocial  rehabilitation  is  the  product  of  the  interaction  of  the  handicapped  person 
with  the  staff  and  the  environment  through  the  medium  of  the  program.  The  experience 
of  rehabilitation  is  one  of  constant  change  as  client  and  staff  interact  following  the  designed 
program.  Both  clients  and  staff  experience  change  and,  in  the  process,  should  become 
more  skilled  and  better  able  to  handle  their  responsibilities. 

This  interactive  process  can  be  illustrated  by  the  following  formula,  which  is  similar 
to  the  one  used  to  illustrate  how  a  handicap  develops: 

Change =Handicap  x  Person  x  Rehabilitation  Setting 

In  this  formula,  the  handicap  and  the  person  are  analogous  to  the  first  two  terms  of 
the  earlier  formula,  and  the  third  term,  setting,  has  been  narrowed  radically  to  refer 
primarily  to  the  rehabilitation  center,  which  comprises  the  physical  structure,  the  staff, 
the  program,  and  the  surrounding  community.  Of  less  importance  in  determining  the 
client’s  behavior  are  family,  friends,  employers,  ambitions,  and  responsibilities,  which 
are  technically  a  part  of  the  rehabilitation  setting  in  that  they  affect  the  process  either 
through  current  happenings  or  old  memories.  The  client  in  the  new  setting  must  adapt 
to  new  expectations  and  opportunities.  He  or  she  cannot  rely  on  old  habits  and  old  friends 
to  provide  him  or  her  with  a  predictable  situation.  The  new  situation  puts  the  client 
more  on  his  or  her  own,  with  the  task  of  establishing  new  relationships  and  handling 
new  responsibilities. 

The  very  fact  of  being  in  a  rehabilitation  setting  is  stressful  for  the  client  because 
it  is  unfamiliar,  expectations  are  not  clear,  and  he  or  she  does  not  have  the  comfort 
and  support  of  family  and  friends.  He  or  she  must  evaluate  the  situation  and  respond. 
To  do  this,  the  client  must  become  more  alert  to  his  or  her  surroundings.  He  or 
she  loses  many  comforts  of  home  but  may  gain  new  friends,  learn  how  to  do  new 
things,  and  become  more  active  in  determining  how  he  or  she  will  pass  his  or  her 
time.  Just  being  in  the  rehabilitation  center  will  change  a  person’s  behavior  as  a  first 
step  to  participating  in  the  more  formal  aspects  of  the  program. 

Clients  react  to  the  rehabilitation  center  in  different  ways.  Some  seem  to  enjoy 
the  excitement  of  it  as  a  relief  from  the  boredom  of  home;  others  are  visibly  frighten¬ 
ed  by  its  strangeness  and  their  loss  of  old  comforts  and  supports.  Sharing  these  ex¬ 
periences,  either  formally  in  group  therapy  sessions  or  informally  in  the  dining  room 
or  dormitory,  becomes  part  of  the  interactive  process  out  of  which  positive  change 
can  take  place.  The  interactive  process  takes  place  throughout  the  client’s  stay  in 
the  center  and  is  the  heart  of  the  rehabilitation  program. 
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THE  REHABILITATION  SETTING 

The  physical  and  social  environments  of  the  rehabilitation  center  play  important  roles 
in  supporting  formal  and  informal  programming  because  they  are  the  arena  in  which 
all  individual  and  group  activity  takes  place.  The  environment  will  have  characteristics 
that  may  impede  or  support  the  goals  and  the  activities  taking  place  within  it.  The  potency 
of  the  physical  environment  is  not  usually  taken  into  consideration  in  the  design  of  rehabil¬ 
itation  programs,  and  consequently  its  effects  go  unnoticed  and  unmanaged. 

Barker  (1976)  observed  that  “people  in  any  setting  always  have  the  potentiality,  and 
usually  the  active  tendency,  to  exhibit  a  greater  variety  of  behavior  than  the  setting  re¬ 
quires  or  tolerates”  (p.  23).  Similarly,  Altman  (1976)  noted,  “There  is  a  mutual  and 
dual  impact  between  man  and  his  environment.  Not  only  does  the  environment  act  upon 
men,  but  man  acts  on  environments”  (p.35).  He  continues: 

[0]ne  encounters  the  view  that  environments  must  be  designed  for  people 
to  be  placed  in,  to  meet  their  needs  and  to  satisfy  their  purposes.  Implicit 
in  this  traditional  notion  is  the  idea  that  man’s  control  over  his  environments 
are  tailored  to  him  in  somewhat  of  a  static,  non-modifiable  form.  More  recently, 
however,  increased  emphasis  has  been  given  to  the  design  of  flexible,  chang¬ 
ing  environments  which  men  can  manipulate,  shape  and  alter,  (p.  35) 

In  a  review  of  literature  on  man-environment  interactions,  Moos  (1973)  identified  three 
dimensions  of  environments  that  are  relevant  to  man’s  behavior  and  enhancement:  (1) 
the  extent  to  which  individuals  are  involved  in  the  environment  and  the  extent  to  which 
they  support  and  help  each  other,  (2)  the  extent  to  which  personal  development  and 
self-enhancement  occur,  and  (3)  the  extent  to  which  the  order  and  organization  are  defined 
to  the  participants.  One  concludes  from  the  work  of  these  authors  that  although  peo¬ 
ple’s  behavior  in  any  setting  can  be  influenced,  it  cannot  be  controlled;  that  people  will 
use  environments  in  ways  that  go  beyond  the  intention  of  those  who  designed  them  for 
their  own  specific  purposes. 

The  role  of  environmental  characteristics  in  influencing  learning  have  been  studied 
by  experimental  psychologists  such  as  J.J.  Gibson,  who  coined  the  term  “affordance” 
to  identify  the  potential  contribution  of  the  environment  to  the  behavior  that  takes  place 
there.  He  wrote,  “The  affordances  of  the  environment  are  what  it  offers  the  animal, 
what  it  provides  or  furnishes,  either  for  good  or  evil”  (J.J.  Gibson,  1979,  p.  127).  He 
goes  on  to  identify  the  pattern  or  set  of  affordances  of  the  environment  as  a  niche.  A 
niche  determines  how  the  individual  will  live  as  contrasted  to  where  he  will  live.  “A 
niche  is  a  setting  of  environment  features  that  are  suitable  for  an  animal,  into  which 
he  fits  metaphorically. . .  .  Affordances  are  objective  in  the  sense  of  being  real  and 
physical,  subjective  in  the  sense  that  they  have  meaning,  relevance  to  the  life  and 
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activities  of  the  animal”  (J.J.  Gibson,  1979,  p.  129).  Affordances  are  determined  by  the 
person  in  the  environment,  not  simply  by  the  designer  of  the  space.  The  rehabilitation 
setting,  program,  and  staff  represent  potential  affordances,  but  whether  they  become 
actual  affordances  will  depend  on  the  responses  of  the  clients  to  them. 

The  concept  of  environmental  “affordances”  was  subsequently  taken  up  by  E.J.  Gib¬ 
son  (1982,  1988)  and  applied  to  child  developmental  psychology.  “Spontaneous,  self- 
initiated  actions  have  consequences,  and  observation  of  these  is  extremely  supremely 
educational.  Affordances  of  things  generally  have  to  be  learned,  with  the  aid  of  the  percep¬ 
tual  systems  and  exploratory  behavior”  (E.J.  Gibson,  1988,  p.  7).  “Active  exploration 
of  objects,  leading  to  observable  consequences  and  more  specialized  exploratory  ac¬ 
tivities,  has  important  results  for  learning  about  what  an  object  affords,  what  can  be 
done  with  it,  its  functional  possibilities  and  uses”  (E.J.  Gibson,  1988,  p.  24).  The  affor¬ 
dances  of  a  home,  playground,  or  school  are  what  it  offers  the  child  by  way  of  oppor¬ 
tunity  to  learn  useful  skills  and  information.  Psychologists  and  educators,  aware  that 
learning  takes  place  under  many  conditions  and  auspices  within  the  school  environ¬ 
ment,  affirm  that  education  is  more  practical,  effective,  and  acceptable  when  the  en¬ 
vironment  and  the  curriculum  are  designed  to  enable  learning  as  well  as  teaching. 

The  concept  of  affordance  is  useful  in  psychosocial  rehabilitation  because  the  pro¬ 
cess  of  adjusting  to  blindness  is  analogous  to  the  emergence  of  new  skills  in  young 
children.  The  perceptual  organization  of  a  blinded  person,  previously  built  around  vi¬ 
sion,  must  now  be  built  around  information  from  the  other  senses.  The  perceptual 
organization  and  learning  that  take  place  after  blindness  are  akin  to  the  earlier  percep¬ 
tual  development  using  vision.  Now  blind,  the  person  has  to  explore  the  environment 
for  new  sensations  around  which  to  build  his  or  her  map  of  the  environment.  Amen- 
dola’s  article  “Perceptual  Rehabilitation,”  which  appears  in  this  volume,  although  not 
based  formally  on  the  concept  of  environmental  affordances,  certainly  is  intuitively 
related.  Although  his  training  modules  have  emphasized  the  importance  of  training  in 
environments  that  offer  opportunities  for  learning  and  useful  consequences  from  that 
learning,  Amenaola  also  emphasizes  the  importance  of  aggressively  exploring  the  en¬ 
vironment  for  useful  information. 

Rehabilitation  is  not  simply  the  task  and  process  of  adjusting  to  blindness.  It  is  also 
the  process  of  learning  how  to  use  unused  or  underused  skills.  In  mobility,  for  example, 
the  blind  person  is  learning  how  to  use  sound,  smell,  touch,  and  kinesthetics  to  perceive 
his  or  her  surroundings  and  then  to  use  these  skills  to  get  around  comfortably.  He  or 
she  develops  awareness  of  space,  of  his  or  her  skills,  and  of  his  or  her  confidence  in 
using  them.  The  activities  and  responsibilities  of  the  day  should  present  many  oppor¬ 
tunities  to  use  these  emerging  perceptions,  skills,  and  aspirations.  The  formal  program 
of  the  center  focuses  on  the  details  of  the  skills,  but  the  affordances  of  the  total  rehabilita- 
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tion  environment  are  what  bring  out  those  skills  and  enables  them  to  become  personal¬ 
ly  functional  and  relevant  to  the  person. 

Learning  takes  place  as  a  result  of  the  consequences  of  behavior.  Challenges  and  suc¬ 
cessful  responses  lead  not  only  to  the  learning  of  new  skills  but,  by  their  repetition, 
to  a  high  level  of  effectiveness.  As  the  old  adage  goes,  “Nothing  succeeds  like  success.” 
The  properly  designed  physical  and  social  environment  not  only  supports  teaching  skills 
but  also  increases  the  probability  that  satisfying  experiences  will  take  place  and  will 
contribute  to  skill  development,  psychological  growth,  physical  competence,  and 
independence. 

Environmental  characteristics  support  or  inhibit  gains  in  skill  development  and  self- 
confidence.  These  same  types  of  personal  gains  are  also  supported  by  the  internal 
psychological  processes  of  the  client.  Nay  (1976)  describes  the  process  of  self- 
reinforcement  as  a  contributing  factor  to  behavioral  improvement.  In  the  process  of 
improving  behavior,  the  person  starts  a  process  of  self-monitoring,  self-evaluation,  and 
recognizing  and  enjoying  his  or  her  improvement.  This  important  internal  process  is 
complementary  to  the  external  process  of  receiving  grades  or  compliments  from  others. 
For  the  long-term  rehabilitation  goal  of  continued  personal  confidence,  competence, 
and  self-respect,  the  internal  self-monitoring  and  self-rewarding  process  is  much  more 
important  than  grades  and  praise  because  self-monitoring  fuels  self-rewarding  processes 
and  guides  learning  and  adaptation  long  after  the  person  leaves  the  rehabilitation  center. 

Achievement  by  clients  will  result  from  the  interaction  of  teachers  and  trainees,  from 
the  opportunities  that  the  environment  presents  for  new  learning,  from  challenges  and 
satisfactions,  and  from  the  clients’  internal  processes  of  monitoring  and  rewarding 
themselves.  The  environment  should  be  designed  to  optimize  its  structural  and  interper¬ 
sonal  affordances  to  enable  learning  and  the  growth  of  competence.  In  the  application 
of  these  concepts,  consider,  for  example,  the  design  of  a  residential  rehabilitation  pro¬ 
gram.  Should  the  dormitories  be  put  near  the  training  and  eating  areas  so  that  the  clients 
will  not  have  to  travel  far  between  various  areas  of  their  programs?  Or,  should  the  pro¬ 
grams  be  separated  by  an  optimal  distance  that  requires  effort  by  the  clients  and  presents 
them  opportunities  to  “bump  into”  staff  members,  to  develop  internal  maps  of  the  spaces, 
and  perhaps  to  get  lost  in  the  process?  Should  dormitories  be  put  on  the  same  level 
as  other  activities  for  convenience  and  safety,  or  should  they  be  put  upstairs  or  downstairs 
to  give  the  clients  more  privacy  and  more  opportunity  to  practice  their  mobility  skills 
in  climbing  stairs?  How  will  clients  and  staff  respond  to  a  design  that  includes  incon¬ 
veniences  and  challenges? 

In  describing  the  characteristics  of  psychosocial  rehabilitation,  Carroll  (1961)  did  not 
directly  attend  to  the  role  that  the  total  environment  plays  in  influencing  the  outcome 
of  the  process.  He  was  aware,  however,  that  the  critical  aspect  of  the  rehabilitation 


78  Essays  on  Blindness  Rehabilitation 


process  was  the  development  of  healthy  attitudes  and  values  in  the  staff  and  clients. 
Knowing  that  there  is  no  direct  way  to  shape  these  qualities,  he  sensed  that  they  can 
grow  out  of  good  experiences,  of  which  the  rehabilitation  center  was  the  likely  locus. 
His  emphasis  on  the  important  role  of  the  psychosocial  specialists  could  be  seen  as 
recognition  of  the  “affordance”  that  these  specialists  bring  to  the  environment  through 
their  activities  and  interests  as  well  as  their  special  skills  in  clinical  evaluation,  counseling, 
and  consultation. 

The  layout  of  the  rehabilitation  center,  the  makeup  of  the  staff,  the  design  of  the  pro¬ 
gram,  and  the  opportunities  available  in  the  client’s  free  time  should  be  selected  for 
their  potential  to  become  part  of  the  process  by  which  clients  are  enabled  to  take  charge 
of  their  destiny  within  the  rehabilitation  process.  Every  activity  and  element  in  the 
rehabilitation  environment  contributes  to  the  atmosphere  in  which  psychosocial  rehabilita¬ 
tion  takes  place. 

Programming  should  include  activities  designed  to  increase  clients’  specific  skills 
and  their  self-confidence,  competence,  hope,  and  pride  in  dealing  with  challenging  or 
threatening  experiences.  Mobility  training,  for  instance,  teaches  specific  skill  in  get¬ 
ting  around.  In  so  doing,  it  also  strengthens  the  person’s  sense  of  adequacy  in  his  or 
her  immediate  environment.  Once  the  training  goes  into  the  street  and  involves  the  client’s 
use  of  public  transportation  by  himself  or  herself  in  unfamiliar  areas,  the  activity  goes 
well  beyond  simple  skill  development  and  into  experiences  of  strangeness  and  fear, 
challenge  and  accomplishment.  Mastery  of  these  experiences  contributes  much  more 
to  the  client’s  competency  than  the  learning  of  simple  skills. 

Some  training  in  psychosocial  rehabilitation  programs  has  little  direct  relevance  to 
later  use  but  helps  clients  improve  their  problem  solving  skills  in  adjusting  to  strange, 
potentially  dangerous  situations.  For  instance,  in  a  Carroll-type  program,  blind  clients 
might  be  required  to  use  power  tools  in  the  workshop,  cook  with  hot  oil  in  the  kitchen, 
and  take  part  in  fencing  lessons  and  contests.  The  purpose  is  not  to  train  craftsmen, 
chefs,  or  fencing  hobbyists  but  to  help  blind  persons  develop  adaptive  skills  to  strange 
and  potentially  threatening  situations.  For  example,  fencing  develops  agility,  improves 
one’s  kinesthetic  senses,  and  quickens  the  process  of  decision  making,  all  of  which 
enhance  perceptual  skills.  These  activities,  though  not  skill  specific,  help  the  person 
understand  his  or  her  abilities  and  use  them  constructively  in  response  to  a  sudden  in¬ 
flux  of  information  about  changes  in  the  environment  to  which  the  blind  person  must 
adjust.  These  skills  have  obvious  use  when  the  person  must  care  for  himself  or  herself 
and  move  about  comfortably  in  the  community  and  workplace. 

One  cannot  design  in  advance  a  program  of  meaningful  encounters  for  each  client. 
What  is  rewarding  and  reinforcing  is  personal  to  each  client.  The  range  of  clients’  fears, 
hopes,  skills,  and  current  adjustment  is  so  great  that  any  attempt  to  design  a  specific 
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array  of  training  and  social  activities  that  is  relevant  across  a  spectrum  of  clients  and 
over  an  extended  period  of  time  will  fail.  Clients  change,  needs  change,  staff  change, 
and  different  times  bring  different  expectations  and  opportunities.  But  one  can  design 
an  environment  and  a  process  that  have  a  high  probability  of  initiating  experiences  that 
increase  the  skill  development,  competence,  self-confidence,  and  general  well-being 
of  the  occupants. 


THE  PRINCIPLES  OF  DIALECTICS 
AND  SERENDIPITY 

The  rehabilitation  environment  is  constant  in  terms  of  buildings  and  physical  layout  and 
relatively  stable  in  terms  of  staff  and  scheduling.  However,  it  must  also  be  flexible  enough 
to  support  the  necessary  adaptations  to  the  unique  resources  and  needs  that  clients  bring 
to  the  program.  The  physical  and  social  structure  of  the  rehabilitation  environment  will 
have  a  personal  meaning  for  each  client.  This  will  determine  its  relevance,  its  affor- 
dances,  and  its  impact  on  motivation,  behavior,  and  sense  of  achievement. 

We  have  emphasized  the  importance  of  understanding  the  complex  characteristics 
of  disabilities  and  peoples’  reactions  to  them.  Although  we  have  emphasized  the  impor¬ 
tance  of  a  rational  approach  to  the  task  of  understanding  and  planning  services,  our 
analysis  has  also  described  the  limits  of  a  rational  approach  in  the  sense  that  we  will 
never  know  enough  or  plan  so  thoroughly  that  we  can  predict  the  response  of  clients 
to  our  efforts  to  help  them.  No  matter  how  hard  we  try  to  control  settings  and  behaviors, 
the  behavior  of  others,  and  even  our  own  behavior,  will  often  be  startling  and  will,  to 
some  extent,  nullify  our  efforts.  We  may  be  astonished  by  the  adaptiveness  of  others, 
by  their  resistances,  and  by  their  disregard  of  our  good  advice  and  honest  efforts.  Yet, 
in  spite  of  the  unexpected,  our  efforts  can  bring  about  much  good. 

Because  of  uncertainty  in  the  rehabilitation  process,  management  should  factor  into 
the  process  principles  that  are  helpful  in  dealing  with  uncertainty.  Two  such  principles 
are  those  of  dialectics  and  serendipity.  The  dialectical  principle  states  that  there  will 
be  tension  in  a  setting  because  of  the  conflicting  interests  of  the  clients  and  the  staff. 
Everyone  will  try  instinctively  to  shape  the  environment  to  meet  his  or  her  own  needs 
and  goals.  The  interaction  of  clients  and  staff  produces  tension,  which  in  time  will  pro¬ 
duce  a  temporary  accommodation  to  the  conflicting  interests,  in  a  way,  it  is  hoped,  that 
enhances  the  well-being  of  each:  Clients  will  adapt  better  to  the  rehabilitation  center, 
and  program  specialists  will  adapt  to  the  clients.  These  adaptations  will,  in  turn,  give 
way  as  each  group  continues  its  efforts  to  shape  the  rehabilitation  system  to  meet  its 
own  interests.  This  tension,  in  turn,  reaches  a  temporary  resolution  that  is  replaced 
by  another  conflict  between  the  groups.  The  process  repeats  itself  continually,  making 
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the  setting  more  relevant  to  the  needs  of  the  participants.  This  process  optimally  mediates 
the  growth  of  the  client  in  hope,  pride,  and  accomplishment  and  the  growth  of  the  staff 
in  wisdom,  responsiveness,  and  adaptability.  The  principle  is  utilized  most  effectively 
by  programming  that  encourages  discussion  of  what  is  happening  in  the  rehabilitation 
process  and  allows  both  clients  and  staff  to  question  the  usefulness  of  the  program  in 
terms  of  its  goals  and  those  of  the  participants. 

The  serendipity  principle  states  that  many  critical  events  in  the  rehabilitation  process 
occur  unexpectedly.  Experiences  that  are  potentially  dangerous,  challenging,  and  reward¬ 
ing  become  personally  meaningful  to  the  participants  “by  chance”  in  the  context  of 
the  rehabilitation  process,  which  has  been  designed  to  mediate  and  support  such  occur¬ 
rences.  Although  the  programming  at  a  rehabilitation  center  will  determine  the  general 
characteristics  of  the  social  arrangements,  the  actual  experiences  will  be  the  result  of 
factors  related  to  the  individual  characteristics  of  clients  and  staff  intercoursing  with 
factors  related  to  the  specific  times  and  the  programming  itself. 

The  sense  of  excitement  and  success  in  both  clients  and  staff  will  come  from  this 
array  of  interactions  that  take  place  in  the  rehabilitation  environment.  Although  interac¬ 
tions  will  be  both  planned  and  unexpected,  their  importance  will  come  not  so  much 
from  their  objective  purpose  as  from  the  subjective,  psychological  meaning  that  these 
activities  will  have  for  the  affordances  to  each  of  the  participants  in  the  experience. 


COMPREHENSIVE  PSYCHOSOCIAL 
REHABILITATION,  STRUCTURE,  AND  PROCESS 

Based  on  the  preceding  observations  and  descriptions,  psychosocial  programming  can 
now  be  described  from  a  systems  point  of  view.  The  description  will  emphasize  the 
general  characteristics  of  psychosocial  programming  without  attending  to  the  details 
of  which  activities  are  best  suited  to  such  a  program. 

Psychosocial  rehabilitation  is  a  process  that  takes  place  in  an  environment  created 
to  enhance  the  competency  of  those  who  participate  in  it.  Clients,  staff,  students,  fami¬ 
ly,  and  friends  help,  stimulate,  and  support  each  other.  Out  of  this  process,  clients  gain 
new  skills;  an  awareness  of  new  challenges,  responsibilities,  and  opportunities;  increased 
self-respect;  and  a  reasonable  sense  of  competence  in  dealing  with  the  demands  of  com¬ 
munity  living.  The  staff  learn  more  about  how  to  help  clients  with  different  reactions 
to  their  disabilities;  how  to  work  cooperatively  with  people  who  hold  different  interests, 
values,  and  expectations;  how  to  create  and  maintain  a  supportive  environment;  and 
how  to  increase  their  own  self-respect  and  sense  of  competence.  Students  learn  about 
various  disabilities,  family  dynamics,  the  rehabilitation  process,  interpersonal  relation¬ 
ships,  professional  behavior,  and  their  own  reactions  to  disability  and  to  other  helping 
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professionals.  Family  and  friends  learn  about  disability,  the  losses  it  imposes,  the 
resources  available  to  compensate  for  these  losses,  and  the  psychological  and  social 
impact  of  each  disability  on  others  as  well  as  on  the  person  affected. 

The  environment  of  the  rehabilitation  center  in  which  these  experiences  take  place 
is  made  up  of  a  physical  structure,  people,  procedures,  and  processes.  The  rehabilita¬ 
tion  environment  should  represent  the  best  judgment  of  responsible  leaders  about  how 
to  combine  money,  buildings,  geography,  and  the  personal  qualities  of  the  participants 
into  a  supportive,  challenging,  enabling,  and  satisfying  system.  The  design  of  the  system 
aims  at  maximizing  the  probability  that  helpful  experiences  will  occur  for  all  participants, 
recognizing  that  some  helpful  experiences  (such  as  braille  classes  and  skill-training 
lessons  for  blinded  clients)  can  be  planned  into  the  system,  whereas  other  experiences 
(such  as  friendships,  group  support,  leisure-time  activities,  and  achievement)  result 
from  various  fortuitous  and  unpredictable  events.  The  design  of  the  center  and  its  pro¬ 
gram  is  such  that  it  enhances  the  probability  that  enabling  experiences  will  occur  both 
within  and  without  the  center. 


ACCOUNTABILITY 

Finally,  a  rehabilitation  center  should  establish  an  accountability  system  based  on 
evaluative  and  reporting  processes  whereby  those  responsible  for  the  program  (usually 
administration  and  the  board  of  directors)  furnish  to  their  constituencies  and  to  the  ex¬ 
tended  community  information  about  its  operation.  As  obvious  as  this  responsibility 
may  seem,  a  recent  computer  search  of  the  rehabilitation  literature  for  articles  con¬ 
cerned  with  accountability  and  evaluation  uncovered  not  a  single  one.  One  can  con¬ 
clude,  therefore,  that  there  has  been  little  interest  in  this  type  of  activity  among  rehabilita¬ 
tion  administrators  and  boards  of  directors.  It  should  be  noted,  however,  that  it  has  been 
only  in  recent  years  that  other  types  of  nonprofit  human  service  agencies  have  initiated 
such  activity.  The  change  has  been  occasioned  by  the  shortage  of  funds  for  human  ser¬ 
vices  and  the  interest  of  funding  bodies  to  have  more  information  about  the  impact  of 
their  grants  on  the  well-being  of  clients  and  the  commonweal. 

A  reasonable  accountability  system  for  a  rehabilitation  agency  has  three  components: 
(1)  process  evaluation,  (2)  outcome  evaluation,  and  (3)  reporting.  The  article  on  pro¬ 
cess  evaluation  by  Clifford  and  Sherman  (1983)  details  the  activities  that  can  contribute 
to  internal  efficiency.  The  goal  of  internal  or  process  evaluation  is  to  assure  that  resources 
are  accessed,  allocated,  and  used  efficiently.  For  an  overview  of  outcome  evaluation, 
the  lengthy  article  of  Van  Maanen  (1979)  on  the  general  characteristics  of  evaluation 
programs  is  helpful  both  in  understanding  the  rudiments  of  outcome  evaluation  and  in 
developing  an  evaluation  process  within  an  agency.  For  rehabilitation  programs  for  the 
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blind,  outcome  evaluation  should  address  not  only  the  improvement  of  client  skills  but 
also  the  impact  of  the  program  on  client  social  competency,  independence,  and  respon¬ 
sibility  in  the  years  following  rehabilitation. 

Over  a  longer  period,  the  behavior  of  its  former  clients  in  the  community,  marked 
by  their  degree  of  personal  independence,  participation  in  family  and  community  ac¬ 
tivities,  employment,  sense  of  well-being,  and  general  helpfulness  to  others,  is  an  im¬ 
portant  aspect  of  rehabilitation’s  enduring  impact.  Evaluation  procedures  can  also  assess 
program  effects  on  staff  in  terms  of  professional  and  personal  development;  staff  turn¬ 
over  rates,  morale,  and  job  satisfaction;  and  the  reputation  of  the  center  itself.  Other 
interesting  outcomes,  such  as  the  impact  of  agency  activities  on  the  understanding  of 
blindness;  the  reduction  in  the  stigma  associated  with  blindness;  and  the  attitudes  of 
important  constituents  such  as  donors,  state  agencies,  and  foundations,  are  less  tangi¬ 
ble.  Evaluation  procedures  consider  these  gains  against  the  background  of  cost,  noting 
changes  in  cost  over  time  and  methods  for  accomplishing  goals  at  reduced  expense. 

Informing  constituents  about  an  agency’s  activities  and  accomplishments  seems  in¬ 
tuitively  correct.  However,  reporting  to  the  public  about  agency  performance  often 
disintegrates  into  an  exercise  in  public  relations  and  marketing  to  potential  benefactors. 
Boards  and  administrators  have  an  obvious  conflict  of  interest  in  developing  reporting 
systems  because  they  are,  in  effect,  reporting  on  themselves  as  custodians  of  the  system. 
Reporting  significant  details  of  an  agency’s  actual  performance  can  bring  criticism  upon 
the  principals  and  affect  their  future  and  the  future  of  the  agency.  Adverse  information 
can  affect  the  willingness  of  government  and  private  agencies  to  continue  funding  the 
program.  Other  agencies,  which  are  competitors  for  the  same  funding,  could  use  such 
information  to  divert  funds  to  themselves. 

As  risky  as  giving  an  account  of  one’s  stewardship  can  be,  there  must  be  some  via 
media  between  the  public  relations  hype  that  characterizes  most  agencies’  annual  reports 
and  a  public  confession  of  failings.  At  this  time,  no  one  really  pays  much  attention  to 
annual  reports,  and  everyone  knows  that  scandals  do  develop  as  accumulated  mismanage¬ 
ment  eventually  forces  an  agency  into  a  financial  crisis.  It  is  much  better  to  risk  some 
short-term  embarrassment,  accept  responsibility  for  improving  the  system,  and  even¬ 
tually  enjoy  the  credit  for  realistically  facing  shortcomings.  If  such  practices  were  com¬ 
mon  among  agencies,  there  would  be  less  fear  of  harmful  results  stemming  from  such 
frankness.  Everyone— clients,  staff,  boards,  and  supporters— would  be  the  better  for  it. 


REACTIONS  TO  PSYCHOSOCIAL  REHABILITATION 

Although  some  of  the  concepts  discussed  in  this  essay  are  of  recent  origin,  the  concept 
of  psychosocial  rehabilitation  itself  is  not  a  new  one.  It  evolved  from  the  experiences 
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of  the  military  and  from  veterans’  rehabilitation  programs  following  World  War  II  and 
was  given  definitive  statement  by  Carroll  (1961).  The  approach  has  had  some  impact 
on  traditional  rehabilitation  services  in  the  form  of  encouraging  larger  staffs  that  in¬ 
clude  new  professional  specialists.  However,  the  philosophy  of  psychosocial  rehabilita¬ 
tion  has  had  little  lasting  effect  on  services  for  the  blind.  Carroll’s  concepts  guided  the 
development  of  the  Carroll  Center  for  the  Blind  (formerly  St.  Paul’s  Center  for  All  the 
Blind)  in  Newton,  Massachusetts,  and  the  Greater  Pittsburgh  Guild  for  the  Blind  in 
Pittsburgh,  Pennsly vania,  but  over  the  years  these  centers  have  had  difficulty  finding 
the  financial  support  needed  to  continue  the  high  level  of  service  they  provide. 

Comprehensive  psychosocial  rehabilitation  programs  are  more  expensive  because  they 
require  a  larger,  more  highly  trained  staff  and  a  longer  time  to  help  the  disabled  client. 
The  higher  costs  are  justified  because,  without  comprehensive  programming,  the  clients 
are  unlikely  to  become  independent  and  contributing  members  of  their  families  and 
communities.  The  clients  are  more  likely  to  become  dependent  on  family  and  com¬ 
munity,  and  the  cost  of  their  maintenance  as  relatively  helpless  members  of  the  com¬ 
munity  will,  in  the  long  run,  be  much  higher,  both  financially  and  psychologically,  for 
taxpayers,  family  members,  and  the  handicapped  persons  themselves. 

Psychosocial  rehabilitation,  especially  as  advocated  by  Carroll  during  the  1950s  and 
1960s,  was  not  simply  a  better  approach  to  helping  blind  persons.  It  was  an  inherent 
criticism  of  the  traditional  programs,  which,  in  Carroll’s  mind,  neglected  the 
psychological  aspects  of  disability  and  encouraged  dependence  in  blind  persons  by  giv¬ 
ing  them  limited  services  based  on  low  standards. 

Many  leaders  in  the  field  criticized  Carroll  and  the  psychosocial  approach  both  for 
exaggerating  and  minimizing  the  effects  of  blindness.  On  one  hand,  critics  believed  that 
the  clients  were  not  so  disabled  that  they  should  be  considered  “mental  cases”  needing 
the  special  attention  of  psychiatrists  and  psychologists.  On  the  other  hand,  they  criti¬ 
cized  Carroll  for  encouraging  blind  persons  to  believe  that  they  could  become  indepen¬ 
dent,  active,  responsible  members  of  a  sighted  community.  Critics  believed  that  Car- 
roll  was  minimizing  or  ignoring  the  devastation  that  blindness  brings  to  its  victims,  that 
the  ordinary  blind  person  was  simply  not  capable  of  achieving  such  high  goals. 

There  are  also  organizational  reasons  why  this  type  of  programming  has  not  been 
popular  among  service  providers.  The  emphasis  that  psychosocial  rehabilitation  puts 
on  understanding  the  psychological  makeup  of  the  individual  and  adjusting  the  pro¬ 
gram  to  meet  his  or  her  special  needs  seems  to  critics  organizationally  demanding.  Pro¬ 
gramming  appears  to  produce  a  situation  where  every  client  needs  both  a  more 
sophisticated  staff  and  a  personalized,  unique  program.  Such  sensitive  and  detailed  at¬ 
tention  to  clients  may  even  appear  to  some  to  be  harmful  in  that  it  tends  to  “coddle” 
the  client  and  may  increase  the  very  dependency  that  it  is  designed  to  overcome. 
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Some  people  may  have  resisted  psychosocial  programming  because  they  feared  a  shift 
in  the  power  structure  of  blind  services.  Until  about  1960,  the  heads  of  agencies  and 
training  programs  were  usually  teachers,  administrators,  and  counselors  trained  in  univer¬ 
sity  departments  of  education  and  special  education.  Implicit  in  the  psychosocial  ap¬ 
proach  is  the  need  for  program  leadership  to  include  staff  from  other  professional 
disciplines.  If  the  new  psychosocial  specialists,  who  often  have  higher  educational  and 
professional  status,  were  accepted  and  their  skills  incorporated  in  the  planning  as  well 
as  the  delivering  of  services,  conflict  for  leadership  among  the  staff  might  be  inevitable. 
Although  a  dialectic  among  specialists  of  various  orientations  concerning  planning,  ser¬ 
vice,  and  leadership  could  benefit  the  program  and  the  clients,  it  clearly  would  endanger 
the  status  quo  of  the  system.  Those  who  had  prospered  under  the  old  system  clearly 
had  nothing  personal  to  gain  by  the  changes  that  recognized  the  importance  of  skills 
they  themselves  did  not  possess. 

Some  resistance  to  comprehensive  psychosocial  programming  has  been  brought  about 
by  the  proponents  themselves,  who  have  often  been  vague  about  their  function  in  the 
rehabilitation  process  and  often  insensitive  to  the  traditions  of  other  specialists.  Social 
workers,  psychiatrists,  and  psychologists  generally  are  not  trained  to  work  with  the 
physically  disabled  or  in  work  situations  where  their  roles  are  not  yet  as  clearly  established 
as  they  have  been  in  welfare  agencies,  hospitals,  and  mental  health  programs. 

Many  psychosocial  specialists  work  in  rehabilitation  settings  as  if  they  were  in  men¬ 
tal  health  clinics  or  welfare  agencies,  using  the  same  customs,  routines,  and  labels  to 
describe  “patients.”  They  seem  foreign  to  the  rehabilitation  staff,  outsiders  to  the  customs 
of  the  center.  Consequently,  they  are  often  thought  by  the  other  staff  to  be  irrelevant 
to  the  needs  of  clients  and  the  center’s  program. 

An  example  of  an  adaptive  approach  by  psychosocial  specialists  to  rehabilitation  was 
presented  by  Muldoon  and  Shagam  (1965).  They  adapted  their  behavior  to  the  customs 
and  goals  of  a  medical  rehabilitation  center  by  deemphasizing  office  appointments,  ad¬ 
justing  their  work  routines  to  the  rehabilitation  schedule  of  clients,  and  spending  time 
in  the  corridors  and  various  program  areas.  By  this  mobility,  they  made  their  clinical 
and  consultation  skills  available  to  staff  as  well  as  to  clients  in  an  informal  way  at  critical 
times  in  the  rehabilitation  process. 

The  design  of  their  workday  was  based  on  the  awareness  that  the  most  effective  time 
to  offer  help  to  people  is  at  points  of  critical  need.  By  being  in  the  client’s  life  space, 
they  participated  in  the  rehabilitation  process  and  lent  their  support  to  the  efforts  of 
staff  and  clients.  By  their  adaptation,  they  learned  more  about  clients,  staff,  family 
members,  and  their  expectations  and  about  the  interactions  of  all  these  elements.  Their 
interventions  affected  not  only  the  clients  and  staff  but  the  entire  process  of  rehabilita¬ 
tion.  In  fact,  their  activities  became  linchpins  in  the  rehabilitation  process.  They  helped 
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improve  communication  among  all  elements  of  the  system  because  they  continuously 
interacted  with  clients,  physicians,  rehabilitation  specialists,  and  administrators.  In  the 
process,  they  developed  an  overview  of  the  entire  rehabilitation  process  that  was  not 
readily  available  to  those  whose  interactions  were  limited  to  specialized  activities  in 
their  prescribed  work  areas. 

Comprehensive  psychosocial  rehabilitation  means  more  than  adding  psychosocial 
specialists  to  the  staff  of  traditional  programs.  Even  though  such  additions  may  be 
justified  on  the  basis  that  these  specialists  will  enhance  the  care  and  understanding 
given  to  the  handicapped  person,  they  will  not  of  themselves  change  the  nature  of 
the  services  provided.  Such  a  change  requires  changes  in  agency  and  staff  goals  as 
well  as  in  the  philosophy  of  administration  and  programming.  For  instance,  the  struc¬ 
ture  of  the  building;  the  distribution  of  space;  the  relationship  among  the  various  areas 
of  the  center;  and  the  training  of  the  housekeeping,  maintenance,  and  clerical  staff 
as  well  as  professional  staff  are  all  elements  of  the  rehabilitation  environment  and 
have  a  role  to  play  in  the  client’s  response  to  his  or  her  rehabilitation  experience. 
The  design  of  all  components  should  involve  the  psychosocial  specialists  to  ensure 
that  the  components  explicitly  serve  the  goal  of  rehabilitation  as  well  as  their  tradi¬ 
tional  organizational  function. 


SUMMARY 

There  is  a  need  to  expand  rehabilitation  services  and  facilities  to  serve  severely  dis¬ 
abled  persons.  The  services  best  able  to  help  those  whose  disability  is  severe  or  who 
have  reacted  to  their  disability  in  ways  that  have  increased  their  dependence  on  and  isola¬ 
tion  from  the  general  community  are  those  of  a  psychosocial  orientation.  This  approach 
deals  with  the  personal  reactions  to  disability,  the  loss  of  self-respect  and  pride,  and 
the  sense  of  hopelessness  and  despair  that  affect  both  a  person’s  general  psychological 
adjustment  and  his  or  her  ability  to  participate  actively  and  responsibly  in  a  traditional 
rehabilitation  program. 

Because  psychosocial  programming  emphasizes  the  importance  of  activities  in  in¬ 
creasing  the  motivation  and  attitudes  of  the  client,  it  represents  a  different  approach 
to  rehabilitation  from  that  of  traditional  programs,  which  specialize  in  teaching  skills 
to  replace  those  that  were  lost  or  reduced  in  effectiveness  by  the  disability. 

In  a  rounded  system  of  rehabilitation  services,  both  skill-oriented  and  psychosocial 
programs  are  needed.  The  former  type  of  program  is  needed  to  help  the  client  whose 
impairment  does  not  include  an  important  psychological  reaction  to  the  disability  or 
does  not  radically  affect  the  person’s  adjustment  to  his  or  her  family,  community,  and 
employer.  The  latter  type  of  program  is  needed  to  serve  clients  whose  disability,  such 
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as  blindness,  is  itself  severe  or  who  have  sustained  important  psychological  losses  in 
reacting  to  a  disability. 
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LOSSES  AND  RESTORATIONS  IN 
RECREATION,  CAREERS, 
VOCATIONAL  GOALS,  AND 
FINANCIAL  SECURITY 

William  Thompson 


MORE  THAN  A  QUARTER-CENTURY  has  elapsed  since  the  publication  of  Father 
Thomas  J.  Carroll’s  (1961)  book,  Blindness:  What  It  Is,  What  It  Does,  and  How  to  Live 
with  It,  which  discusses  blindness  in  terms  of  20  separate  and  distinct  losses  imposed 
by  the  loss  of  sight.  Carroll  portrays  blindness  as  a  severely  traumatic  and  pervasive 
condition  that  can  be  dealt  with  successfully  only,  first,  by  assessing  the  separate  and 
collective  effects  of  these  losses  upon  the  individual  and,  second,  by  dealing  with  these 
effects  through  comprehensive  rehabilitation  conducted  by  a  team  of  trained  professionals. 

In  1961,  Carroll’s  overall  concept  was  novel,  and  even  controversial,  to  some  in  the 
field  of  blindness.  Moreover,  his  uncompromising  insistence  upon  two  bedrock  prin¬ 
ciples  made  many  individuals  uncomfortable  and  stiffened  their  resistance  to  the  “Car- 
roll  approach.”  The  first  tenet  was  that  anything  less  than  comprehensive  training  for 
the  newly  blinded  was  unacceptable  as  rehabilitation.  The  second  was  that  rehabilita¬ 
tion  must  be  aimed  at  reintegrating  the  individual  into  sighted  society  and  preventing 
the  segregation  of  blind  persons  that  had  been  the  norm. 

It  is  time  now  to  look  back  at  Carroll  and  his  writing  in  light  of  today’s  blindness 
rehabilitation  picture.  The  contents  of  Carroll’s  book  had  been  virtually  completed  by 
the  mid-fifties  and  were  derived  from  his  intimate  and  continuing  experience  with  war- 
blinded  servicemen  from  World  War  II  and  Korea.  Carroll  was  thoroughly  familiar  and 
involved  with  plans  implemented  for  the  in-service  rehabilitation  of  these  individuals 
by  the  War  Department  during  World  War  II  and  later  by  the  Veterans  Administration 
(VA).  He  was  also  chaplain  and  advisor  to  the  Blinded  Veterans  Association  from  its 
inception  in  1945  until  his  death  in  1971. 

In  1954,  Father  Carroll  opened  his  own  rehabilitation  center,  St.  Paul’s  Rehabilita¬ 
tion  Center,  in  Newton,  Massachusetts,  and  tested  thoroughly  the  book’s  propositions 
with  blinded  nonveteran  adult  clients  before  publishing  the  work  in  1961.  The  blindness 
Carroll  discusses  in  the  book  is  total  blindness,  or  very  near  it,  and  it  is  adventitious 
or  acquired.  In  other  words,  the  model  for  the  book  was  an  adult  in  the  productive  years 
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who  had  grown  up  as  a  sighted  individual  and  then  lost  all,  or  nearly  all,  of  the  capacity 
to  perceive  the  environment  through  vision. 

This  article  will  deal  with  3  of  the  20  losses  enumerated  by  Carroll,  namely,  the  loss 
of  recreation,  the  loss  of  vocational  opportunities  and  career  goals,  and  the  loss  of  finan¬ 
cial  security.  There  is  no  attempt  to  interpret  or  explain  Carroll’s  message,  which  has 
been  expressed  clearly  in  his  book.  My  comments  and  opinions  regarding  what  he  did 
or  did  not  say  are  based  upon  my  experience  as  a  blinded  individual  who  has  completed 
a  30-year  career  in  blind  rehabilitation. 


RECREATION 

Carroll  says  that  the  loss  of  recreation  can  be  characterized  as  a  death  to  refreshment, 
to  the  profitable  use  of  leisure  time  that  is  so  important  in  everyone’s  life.  He  then  discusses 
in  some  detail  the  various  types  of  recreation  that  may  initially  be  lost,  or  impeded, 
by  the  loss  of  sight.  Ultimately,  one  is  brought  to  the  quite  reasonable  conclusion  that 
some  activities— most  organized  sports,  for  example— are  irrevocably  lost.  At  the  other 
end  of  the  spectrum,  some  activities  are  either  unaffected  by  the  loss  of  vision  or  can 
be  continued  with  simple  modification.  The  remaining  bulk  of  recreational  activities, 
modified  by  varying  degrees,  can  be  continued  by  blinded  persons,  many  in  the  com¬ 
pany  of  one  or  more  sighted  persons. 

The  most  important  point  to  remember  is  that  success  in  restoring  recreation  does 
not  involve  the  invention  or  discovery  of  new  activities  but  is  critically  dependent  upon 
the  restoration  of  basic  skills,  such  as  orientation  and  mobility,  techniques  of  daily  liv¬ 
ing,  ease  of  spoken  and  written  communication,  and  social  adequacy.  When  individuals 
have  regained  a  sense  of  personal  adequacy  and  independence  and  feel  good  about 
themselves  as  persons,  they  find  available  more  recreational  activities,  intellectual  and 
physical,  than  most  have  the  time  to  handle. 

In  this  connection,  Carroll  noted  that  some  blinded  persons  in  a  rehabilitation  setting 
must  be  hauled  kicking  and  screaming  back  into  certain  recreational  pursuits  until  they 
experience  success  and  accomplishment.  The  alternative,  too  often,  is  a  drift  into  isola¬ 
tion  or  segregated  activities  for  “the  blind”  that  are  anathema  to  the  Carroll  philosophy. 


VOCATIONAL  OPPORTUNITIES,  CAREER  GOALS, 
AND  FINANCIAL  SECURITY 

According  to  Carroll,  the  loss  of  vocational  opportunities  and  career  goals  leads  prin¬ 
cipally  to  the  death  of  feelings  of  worth,  productivity,  and  usefulness.  The  loss  of  finan¬ 
cial  security  signals  the  death  of  independence.  I  disagree  with  separating  these  two 
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items  into  distinct  losses.  Granted,  when  a  career  is  terminated  by  blindness,  feelings 
of  uselessness  or  worthlessness  can  be  overwhelming  and  are  always  troublesome  until 
employability  is  restored.  In  addition,  blindness  brings  with  it  added  expenses,  as  Car- 
roll  cogently  points  out,  and  often  requires  the  purchase  of  sight,  or  services,  to  per¬ 
form  tasks  once  taken  for  granted.  It  is  difficult,  however,  for  this  writer  to  think  in 
terms  of  a  general  loss  of  financial  security  as  a  result  of  lost  earnings.  In  other  words, 
the  loss  of  financial  security  does  not  seem  to  be  a  loss  imposed  by  blindness  except 
via  the  loss  of  vocational  opportunities  and  career  goals. 

Also  perplexing  is  the  fact  that  nowhere  does  Carroll  focus  on  the  anxiety  and  depres¬ 
sion  so  often  felt  by  a  breadwinner,  or  potential  breadwinner,  when  blindness  has 
destroyed  or  interrupted  a  career.  These  feelings  are  related  to  usefulness  and  worth, 
but  they  are  much  more  specifically  targeted  toward  items  such  as  food,  shelter,  and 
clothing  for  children  and  spouse.  Beyond  these  bedrock,  irreducible  concerns  are  those 
that  prior  conditioning  or  aspiration  have  made  important:  a  certain  standard  of  living, 
a  certain  quality  of  life,  a  certain  level  of  education  for  children,  a  certain  level  of  social 
amenities,  and  on  and  on.  The  threatened  loss  of  these  things,  because  of  real  or  imag¬ 
ined  inability  to  earn  income  at  a  certain  level,  can  engender  anguish  and  panic. 

Why  Carroll  did  not  zero  in  on  these  points  is  somewhat  of  a  mystery.  He  was  cer¬ 
tainly  a  caring  individual  with  the  capacity  for  empathy  and  great  insight  into  many 
aspects  of  personal  concerns.  Perhaps,  as  a  priest  with  no  direct  family  responsibilities 
in  the  usual  sense  and  a  relatively  small  need  for  the  worldly  possessions  so  important 
to  some,  he  simply  did  not  see  the  linkage  in  this  area. 

Carroll  called  the  restoration  of  employability  lost  through  blindness  the  keystone 
of  rehabilitation.  So  it  is,  so  it  has  been,  and  so  it  should  continue  to  be.  For  those 
in  or  approaching  the  productive  years  of  life,  rehabilitation  ought  to  have  the  restora¬ 
tion  of  employment  as  its  major  goal.  Otherwise,  it  is  not  in  the  best  interests  of  the 
individual  or  society  in  general.  However,  a  critical  caveat  must  accompany  this  pro¬ 
position;  namely,  vocational  training  unaccompanied  by  the  comprehensive  re-vocational 
approach  espoused  by  Carroll  will  too  often  be  doomed  to  failure. 

Prior  to  World  War  II,  the  rehabilitation  of  blind  persons  was  almost  purely  voca¬ 
tional  in  nature.  That  is  to  say,  it  consisted  of  training  for  some  particular  job  and  little 
else.  This  remained  true,  for  the  most  part,  for  the  nonveteran  blind  population  during 
the  years  that  the  concepts  in  Blindness  were  being  formulated  and  tested,  despite  the 
results  of  a  VA  survey,  published  in  1953,  indicating  that  blinded  veterans  from  World 
War  II  and  Korea  had  an  employment  rate  startlingly  higher  than  any  comparable 
“civilian”  group  of  blind  persons.  Chief  among  the  acknowledged  advantages  of  war- 
blinded  servicemen  was  the  comprehensive  prevocational  rehabilitation  received  in  the 
service  or  through  the  VA. 
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Carroll  clearly  recognized  that  personal  adequacy,  self-acceptance,  and  independence 
are  essential  ingredients  in  being  “job  ready.”  It  is  difficult  to  overemphasize  this  point. 
Far  too  many  blind  job  applicants  have  been  turned  down  because  they  were  not  perceived 
as  competent  individuals,  their  job  skills  never  having  been  evaluated.  Carroll  said  that 
the  best  long-term  hope  for  improving  the  employment  picture  for  the  blind  lay  with 
rehabilitated  blind  persons  themselves.  He  felt  that  a  growing  stream  of  assured,  capable, 
self-reliant  blind  individuals  would  do  more  than  anything  else  to  impress  and  improve 
the  attitudes  of  employers.  And  this  seems  to  have  been  true  to  a  measurable  extent 
during  the  past  quarter-century. 

There  is,  of  course,  more  to  be  done  before  objectivity  is  the  rule  rather  than  the 
exception  in  the  hiring  of  blind  applicants.  Nonetheless,  employment  for  blind  persons 
has  broadened  into  a  wide  variety  of  jobs,  and  the  quality  of  the  employment  has  im¬ 
proved  in  terms  of  job  status  and  responsibility.  In  general,  blind  people  are  competing 
more  successfully  for  more  demanding  jobs.  They  have  benefited  from  technology  that 
has  produced  an  array  of  hardware  and  software  that  helps  make  blind  persons  more 
competitive  in  the  labor  market.  In  addition,  there  have  been  improvements  in  the  counsel¬ 
ing  and  placement  techniques  available  to  assist  blind  persons  in  finding  work. 

The  biggest  change,  however,  lies  with  blind  persons  themselves.  They  have  been 
set  free  by  comprehensive  rehabilitation.  They  are  neither  smarter  nor  more  capable 
of  learning  job  skills  than  they  used  to  be.  However,  many  are  more  nearly  whole  in¬ 
dividuals  than  they  used  to  be,  thanks  to  comprehensive  prevocational  rehabilitation. 
And  it  shows.  It  shows  on  the  street,  it  shows  in  meetings  of  Parent-Teachers  Associa¬ 
tions,  it  shows  in  bus  stations  and  airports,  and  it  shows  on  ski  slopes  and  golf  courses. 
The  stereotype  of  the  hopeless,  helpless  blind  person  has  been  shattered,  and  the  idea 
of  blind  men  and  women  carrying  on  everyday  normal  activities  is  no  longer  novel. 

Without  depreciating  the  sincere  and  valuable  efforts  of  the  “hire  the  handicapped” 
interests,  it  is  felt  here  that  a  significant  and  growing  number  of  blind  persons  probably 
owe  their  employment  to  the  fact  that  citizens  who  happen  to  be  personnel  officials  have 
come  to  understand  through  purely  extravocational  channels  that  blindness  per  se  need 
not  be  a  hindrance  to  personal  adequacy  and  independence. 

As  with  recreation,  a  key  role  of  rehabilitation  in  restoring  employability  is  that  of 
helping  the  blinded  client  to  examine,  broadly  and  realistically,  the  kind  of  vocational 
opportunities  that  may  now  be  available.  It  must  be  done  within  the  framework  of  the 
client’s  age,  past  work  history,  intellectual  capacity,  and  level  of  success  in  profiting 
from  prevocational  rehabilitation  training  and  with  enough  direction  from  the  counselor 
to  make  the  client’s  ultimate  decision  meaningful.  Carroll  says  this  quite  clearly  in  his 
book,  but  it  needs  to  be  repeated,  reemphasized,  and  reinforced.  The  most  prevalent 
reason  for  difficulties  in  securing  truly  gainful  employment  is  insufficient  and  unrealistic 
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planning  at  the  counseling  level.  There  have  been  and  continue  to  be  far  too  many  blind 
adults,  many  young,  fresh  out  of  intensive  and  expensive  training  of  all  descriptions, 
who  are  still  not  sure  about  the  kind  of  work  they  want  to  do,  where  they  want  to  do 
it,  or  exactly  what  they  need  to  do  in  order  to  secure  it.  That  sort  of  tentative  attitude 
is  not  appropriate  in  any  job  applicant;  in  a  blind  one  it  is  ridiculous.  Conversely,  this 
writer,  after  30  years  of  work  in  the  field  of  rehabilitation,  has  known  only  a  handful 
of  trained,  capable  blind  persons  who  did  not  find  relevant  employment  when  they  had 
trained  specifically  for  jobs  they  knew  to  be  generally  available  in  the  labor  market 
and  were  willing  to  reside  where  the  jobs  were  located. 
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USE  AND  MISUSE  OF  TECHNOLOGY 

Lawrence  A.  Scadden 


The  1980s  witnessed  the  introduction  and  use  of  a  vast  array  of  elec¬ 
tronic  devices  that  heightened  the  independence  and  productivity  of  blind  and  visually 
impaired  people.  The  coming  decade— and  century— hold  even  richer  technological 
promise. 

The  proliferation  of  technology  within  the  visually  impaired  community  evokes  an 
intriguing  question  regarding  the  beliefs  and  philosophy  of  Father  Thomas  J.  Carroll. 
Would  new  technological  devices  have  altered  his  thinking  and  perceptions  about  blind¬ 
ness?  Would  they  have  led  to  a  significantly  different  philosophy  regarding  the  effects 
of  visual  impairment  and  the  need  for  comprehensive  rehabilitation  services?  Impressive 
as  they  are,  assistive  technology  and  its  possibilities  for  development  would  not  have 
changed  Carroll’s  philosophy  much.  The  following  analysis  argues  that  change  would 
have  been  in  degree  and  emphasis  rather  than  in  substance. 

Carroll  would  have  endorsed  enthusiastically  the  use  of  modem  technology  as  “tools” 
to  minimize  the  functional  losses  caused  by  visual  impairment.  However,  he  would 
have  railed  against  uses  of  technology  that  did  not  help  the  individual  reach  the  primary 
goal  of  developing  an  integrated,  well-organized  personality  that  had  adapted  to  the 
visual  impairment.  To  support  this  premise,  the  author  will  examine  Carroll’s  writings 
and  actions  from  the  1960s  and  extrapolate  from  them  approaches  to  current,  and  antic¬ 
ipated,  technological  capabilities  and  practices  in  the  field  of  rehabilitating  blind  and 
visually  impaired  people. 

A  review  of  Carroll’s  life  and  writings  reveals  a  picture  of  a  man  who  gave  strong 
support  to  technological  research  and  the  use  of  technology  by  blind  and  visually  im¬ 
paired  people.  His  leadership  and  example  contributed  significantly  to  an  expanded 
federal  and  private-sector  research  agenda  in  the  blindness  field.  He  cautioned  his 
audience,  however,  to  consider  research  and  technology  within  a  client-centered  con¬ 
text;  technology  was  to  be  assessed  and  used  within  the  perspective  of  the  individual’s 
unique  situation,  including  his  or  her  personal  levels  of  development,  adaptation,  and 
need. 

Carroll  (1967)  espoused  a  balanced  view  for  using  technology  within  the  context 
of  individualized  rehabilitation.  “Sophisticated  instrumentation  is  important  and  must 
be  given  its  proper  high  priority  in  any  research  in  typhology,”  he  wrote.  “But  a  similar 
if  not  equal  priority  must  be  given  to  learning  about  blind  people  and  helping  them 
to  live  today  and  tomorrow  while  preparing  for  the  world  of  the  day  after”  (p.  206). 
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Carroll  translated  his  interest  in  research  and  technology  into  concrete  action.  In  1963, 
he  established  the  first  laboratory  dedicated  solely  to  conducting  research  related  to 
blind  people.  This  facility,  the  American  Center  for  Research  in  Blindness  and  Rehabilita¬ 
tion,  released  a  public  relations  statement  (Catholic  Guild  for  All  the  Blind,  1963)  that 
can  be  assumed  to  have  reflected  the  personal  views  of  Carroll,  its  founder.  “The 
philosophy  that  animates  the  American  Center  for  Research  is  that  knowledge  and  study 
in  many  fields  of  research  can  mitigate  the  effects  of  blindness  to  the  point  that  the  blind 
can  have  their  disability  minimized,  their  abilities  utilized,  and  their  share  in  the  give 
and  take  of  life  realized”  (p.  1). 

In  the  following  years,  Carroll  promoted  behavioral  and  technological  research  relating 
to  the  remediation  of  the  effects  of  blindness  and  visual  impairment.  He  expressed  a 
desire  to  stimulate  the  growth  of  quality  research  that  would  increase  knowledge  of  blind¬ 
ness  and  its  effects  on  individuals.  He  promoted  the  development  of  new  technologies 
to  be  used  by  blind  and  visually  impaired  people.  He  successfully  promoted  a  federal 
research  agenda  on  blindness  and  technological  devices  to  remediate  its  effects;  it  helped 
create  research  and  development  programs  that  in  turn  led  to  the  availability  of 
technological  devices  used  today. 

A  review  of  Father  Carroll’s  book,  Blindness:  What  It  Is,  What  It  Does,  and  How 
to  Live  with  It,  provides  the  reader  wirh  a  clear  understanding  of  the  balanced  view 
he  held  regarding  technology  and  comprehensive  rehabilitation  services.  In  that  book, 
Carroll  (1961)  identified  20  losses  resulting  from  blindness.  He  considered  the  applica¬ 
tion  of  technology,  or  devices,  as  “tools”  to  be  especially  valuable  in  dealing  with  losses 
in  communication:  loss  of  ease  of  written  communication,  loss  of  ease  of  spoken  com¬ 
munication,  and  loss  of  informational  progress. 

Carroll  (1961)  emphasized,  however,  that  “none  of  the  available  devices  nor  any  com¬ 
bination  of  them— nor,  as  far  as  one  can  see,  any  possible  future  inventions— can  com¬ 
pletely  restore  to  a  blinded  person  his  previous  ease  in  reading  and  writing.  Yet  with 
intelligent  effort  on  his  part  and  on  the  part  of  those  aiding  him,  and  with  the  available 
tools,  a  great  deal  can  be  done  to  serve  many  ordinary  reading  and  writing  needs  and 
some  extraordinary  ones”  (p.  147).  In  further  reference  to  the  loss  of  the  capacity  for 
written  communication,  Carroll  believed  that  “many  tools  are  available  to  restore  various 
aspects  of  written  communication  to  the  blinded  person.  The  work  of  the  rehabilitation 
center  is  to  teach  whatever  skill  is  needed  to  use  these  tools,  to  acquaint  the  trainee 
with  the  existing  resources  both  as  to  devices  and  reading  material,  and  give  him  a  realistic 
appraisal  of  current  progress  in  research”  (p.  147). 

Carroll  was  aware  of  research  and  development  efforts  under  way  in  the  1960s  that 
would  eventually  lead  to  advanced  reading  machines  and  other  valuable  assistive 
technology  for  sensory-impaired  individuals.  In  1961,  he  wrote: 
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There  is  a  good  reason  to  believe  that  in  the  very  near  future  machines  will 
be  available  to  produce  braille  books  and  magazines  with  a  speed  and  in  a 
quantity  so  far  unknown.  A  far  more  adequate  solution  would  be  a  machine 
that  could  actually  “read”  ordinary  print  and  handwriting  aloud.  Such 
machines  have  already  been  invented,  although  none  has  been  practical  enough 
to  be  produced.  Scientists  who  have  studied  the  problem  feel  that  there  is 
a  good  possibility  that  such  a  machine  will  be  invented,  but  no  one  expects 
it  for  some  time  at  the  present  level  of  effort,  (p.  147) 

i 

Six  years  later  Carroll  (1967)  predicted  that  “the  day  of  electronic  reading  devices  which 
in  one  form  or  another  will  ‘translate’  the  printed,  and  even  the  hand-written,  word 
into  something  intelligible  is  not  far  off”  (p.  206). 

At  present,  many  blind  people  benefit  from  devices  that  perform  most  of  these  specific 
tasks  and  others  thought  not  to  be  feasible  20  years  ago.  Carroll’s  death  predated  by 
several  years  the  introduction  of  products  that  utilize  the  microprocessor,  which  even¬ 
tually  led  to  the  widespread  use  of  microcomputers  by  blind  and  visually  impaired  peo¬ 
ple.  Commercial  speech  synthesizers  and  paperless  braille  systems  were  released  even 
later  in  the  1970s. 

To  provide  the  basis  for  analyzing  Carroll’s  probable  reaction  to  new  technology,  this 
discussion  will  review  current  applications  of  modern  technology  by  blind  and  visually 
impaired  people  in  activities  frequently  affected  by  the  acquisition  of  a  visual 
impairment— those  described  as  potential  “losses”  by  Carroll  in  his  book.  The  proper 
use  of  computer  and  sensory  technology  by  blind  and  visually  impaired  people  may 
help  to  offset  three  broad  categories  of  “losses”  identified  by  Carroll  as  the  common 
effects  of  acquired  visual  impairment,  namely:  (1)  losses  in  basic  skills,  (2)  losses  in 
communication,  and  (3)  losses  concerning  occupation  and  financial  status. 


LOSSES  IN  BASIC  SKILLS 

Carroll  listed  the  loss  of  mobility  and  the  loss  of  techniques  of  daily  living  as  common 
effects  of  visual  impairment  acquired  during  adulthood.  Technology  has  had  signif¬ 
icant  positive  impact  on  activities  of  daily  living  for  blind  and  visually  impaired  people, 
and  the  general  population  as  well,  through  the  introduction  of  convenient,  time-saving 
home  appliances  used  for  cleaning,  cooking,  home  management,  and  health  maintenance. 
If  the  operating  instructions  for  these  appliances  are  clear  and  manageable,  the  visually 
impaired  user  can  benefit  greatly  from  them.  The  addition  of  speech  output  to  measure¬ 
ment  and  computational  devices  such  as  scales,  timers,  thermometers,  and  calculators 
can  make  them  accessible  to  the  functionally  blind  user.  Large-character  displays  with 
adequate  luminance  and  color  contrast  can  provide  the  needed  information  to  those  with 
impaired  vision. 
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The  application  of  technology  to  enhance  orientation  and  mobility  skills  has  been 
less  successful.  Although  some  blind  people  have  improved  their  independent  travel 
skills  through  the  use  of  a  few  sophisticated  electronic  travel  aids,  most  choose  to 
continue  to  use  traditional  aids  such  as  the  long  cane,  dog  guide,  and  sighted  guide. 
Navigation  systems  that  monitor  vehicular  travel  and  provide  the  operator  with 
information  for  negotiating  unfamiliar  environments  may  eventually  provide  all 
pedestrians— including  those  who  are  blind  or  visually  impaired— with  improved  orien¬ 
tation  information  in  unfamiliar  surroundings.  Electronic  travel  devices,  such  as 
Sonicguide,  Mowat  Sensor,  and  Pathsounder,  however,  may  remain  merely  augmen¬ 
tations  to  conventional  travel  aids. 


LOSSES  IN  COMMUNICATION 

Carroll  listed  the  loss  of  written  communication,  the  loss  of  ease  of  spoken  communica¬ 
tion,  and  the  loss  of  informational  progress  as  significant  effects  of  visual  impairment. 
Because  human  intercourse  is  based  on  written  and  spoken  communication  that  is  often 
dependent  on  information  obtained  through  a  print  medium,  the  loss  of  the  ability  to 
write,  speak,  or  read  will  significantly  limit  further  communications.  Modem  technology 
has  reduced  these  limitations  for  blind  and  visually  impaired  individuals,  and  future 
technological  developments  and  applications  should  help  reduce  them  even  more. 

When  Carroll  discussed  the  “loss  of  ease  of  spoken  communication,’’  he  was 
addressing  the  diminished  ability  to  conduct  face-to-face  conversation  with  sighted  peo¬ 
ple  who  feel  uncomfortable  about  conversing  with  someone  who  does  not  maintain 
eye  contact.  Because  technology  cannot  eliminate  this  attitudinal  problem,  it  is  impor¬ 
tant  to  train  individuals  to  maintain  an  appropriate  directional  gaze.  Such  training  con¬ 
tinues  to  be  the  most  suitable  solution  to  minimizing  this  loss. 

Improved  alternatives  for  written  communication,  on  the  other  hand,  are  being  provided 
by  modem  technology.  For  decades,  blind  people  have  used  typewriters  to  communicate 
in  written  form  with  sighted  readers .  Even  then ,  the  blind  typist  was  required  to  rely  upon 
sighted  proofreaders  to  insure  letter-perfect  copy.  Today,  microcomputers  equipped 
with  speech  and  braille  displays  and  word  processing  software  allow  thousands  of  blind 
people  to  write,  format,  and  print  perfect  copy  independently.  Because  more  sighted 
people  also  use  word  processing  and  electronic-mail  technology  for  personal  and  oc¬ 
cupational  activities,  there  are  fewer  differences  between  the  writing  modes  used  by 
sighted  and  blind  people.  The  result  is  an  easier  means  of  communication.  No 
technology,  however,  can  be  expected  to  supplant  the  ubiquitous,  inexpensive,  light¬ 
weight  pen  or  pencil  that  sighted  people  use  to  write  spontaneous  notes  to  other  sighted 
people. 
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The  acquisition  of  information  from  printed  material  has  perhaps  long  been  the  most 
frustrating,  costly,  and  laborious  problem  facing  blind  people.  In  an  era  characterized 
by  an  “information  explosion,”  the  problem  is  compounded  by  the  accelerating  amount 
of  material  to  be  read.  Carroll,  when  discussing  the  “loss  of  informational  progress,” 
identified  the  serious  implications  of  reading  problems  for  the  newly  blinded  adult. 
He  wrote,  “It  is  a  loss  of  progress  when  other  things  are  moving  on,  a  standing  still 
while  the  world  goes  by,  in  fact  a  moving  backward,  since  it  puts  the  blinded  person 
far  behind  his  previous  position”  (Carroll,  1961,  pp.  51-52). 

Through  the  use  of  assistive  technology  and  microcomputers  plugged  into  electronic  in¬ 
formation  storage  and  distribution  services,  blind  and  visually  impaired  people  gain  in¬ 
dependent  access  to  information  normally  appearing  in  print.  The  commercial  release  of 
the  Optacon  in  the  early  1970s  provided  the  first  truly  commercial  reading  machine  for  the 
blind.  Although  it  could  not  be  used  efficiently  for  reading  long  documents,  it  did  provide 
independent  access  to  almost  any  clearly  printed  material.  The  next  step  in  reading 
machines  came  five  years  later  with  the  introduction  of  the  first  optical  character  recogni¬ 
tion  (OCR)  systems.  Among  the  first  of  these  systems  to  be  commercialized  was  the  Kurz- 
weil  Reading  Machine  designed  specifically  for  blind  readers.  A  decade  later,  additional 
OCR  systems  became  commercially  viable  products  with  general  business  applications. 
Although  none  can  yet  read  handwritten  material,  several  may  eventually  enable  blind 
readers  to  gain  independent  access  to  printed  material  either  by  reading  it  directly  with  a 
synthesized  speech  output  or  by  storing  the  material  on  a  computer  disk  for  later  use. 

There  have  been  simultaneous  advances  in  the  use  of  electronic  information  media.  The 
blind  computer  user  can  gain  access  to  vast  quantities  of  material  stored  electronically  in 
publicly  accessible  computer  databases.  This  medium  provides  independent  and  equal  ac¬ 
cess  to  information  for  both  blind  and  sighted  users  equipped  with  the  appropriate  com¬ 
puter  technology. 

Through  the  use  of  optical  aids,  visually  impaired  individuals  have  long  enjoyed  increas¬ 
ed  access  to  printed  information.  As  Carroll  (1967)  wrote,  “Both  within  the  definition  of 
legal  blindness  and  outside  it  is  a  group  which  can  be  helped  to  more  effective  use  of  their 
low  vision  through  optical  aids”  (p.  199).  Optical  aids  are  now  supplemented  with  elec¬ 
tronic  visual  aids.  Since  the  early  1970s,  the  closed-circuit  television  magnifier  has  been 
used  by  many  partially  sighted  individuals.  The  quality  of  such  systems  continues  to  im¬ 
prove,  and  they  have  been  further  supplemented  by  hardware  and  software  solutions  that 
permit  individual  access  to  computerized  information.  Although  problems  associated  with 
accessing  and  reading  printed  material  have  not  been  solved  completely,  the  advance  and 
proliferation  of  viable  technological  solutions  should  significantly  reduce  the  perceived 
“loss”  or  disability  caused  by  the  acquisition  of  a  visual  impairment,  whatever  its  severity. 
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LOSSES  CONCERNING  OCCUPATION 
AND  FINANCIAL  STATUS 

Under  the  broad  category  of  personal  losses  produced  by  visual  impairment,  Carroll 
included  losses  of  career,  vocational  goal,  job  opportunity,  and  financial  security.  The 
individual’s  existing  occupational  skills  are  frequently  sufficient  to  permit  him  or  her 
to  retain  a  job  if  he  or  she  learns  appropriate  adaptive  skills  and  is  provided  job-station 
modifications  or  additional  assistive  technology.  Occupations  in  the  “information  age” 
are  increasingly  more  appropriate  to  blind  and  visually  impaired  people  because  of  the 
enhanced  capabilities  noted  in  the  previous  communications  section.  The  anxiety  about 
one’s  career  and  the  associated  concerns  over  financial  security  are  to  be  expected,  but 
the  vast  array  of  occupations  that  include  competitive  blind  or  visually  impaired  workers 
should  serve  to  decrease  feelings  of  diminished  expectations  experienced  by  other  visually 
impaired  individuals.  Modern  technology  can  play  an  important  role  in  reducing  the 
degree  of  perceived  loss.  However,  raising  personal  expectations,  and  thus  reducing 
the  level  of  the  perceived  loss,  will  take  time  and  professional  guidance,  provided  nor¬ 
mally  by  a  specially  trained  psychologist  or  rehabilitation  counselor. 


TECHNOLOGY  TO  LESSEN  OTHER  LOSSES 

This  review  indicates  that  modem  technology  exerts  positive  influence  in  the  lives  of 
blind  and  visually  impaired  people  in  education,  employment,  and  activities  of  daily 
living.  The  evidence  indicates  that  independent  and  productive  individuals  are  not  ex¬ 
periencing  the  levels  of  psychological  loss  or  activity  reduction  that  otherwise  might 
be  predicted.  Technology  plays  a  role  that  must  be  incorporated  by  a  willing  and  motivated 
personality,  an  entity  that  typically  develops  through  a  comprehensive  rehabilitation 
or  educational  process.  Whenever  this  level  of  individual  adaptation  has  been  achiev¬ 
ed,  technology  can  lessen  the  effects  of  a  number  of  the  other  “losses”  discussed  by 
Carroll. 

Using  appropriate  optical  or  electro-optical  devices,  visually  impaired  individuals 
may  not  experience  the  significant  loss  of  “psychological  security”  as  described  by  Father 
Carroll,  specifically,  losses  of  confidence  in  the  remaining  senses,  of  reality  contact 
with  the  environment,  of  visual  background,  and  of  light  security.  Even  full  “physical 
integrity”  can  be  retained  by  many  partially  sighted  individuals.  Appropriate  technology 
may  also  assist  them  to  avoid  the  “loss  of  the  visual  perception  of  the  pleasurable”  and 
the  “visual  perception  of  the  beautiful.” 

Given  adequate  time,  rehabilitation  services  and,  wherever  necessary,  the  appropriate 
assistive  technology,  the  blind  or  visually  impaired  individual  can  regain  or  avoid  the 
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“resulting  losses  to  the  whole  personality”  discussed  by  Carroll  (1961).  They  can  expe¬ 
rience  “personal  independence,”  “social  adequacy,”  “self  esteem,”  and  “personality 
organization”  (Carroll,  1961). 

MISUSE  OF  TECHNOLOGY 

Despite  this  optimistic  review  of  the  positive  uses  of  modem  technology  for  diminishing 
the  effects  of  blindness  and  visual  impairment,  there  are  many  occasions  in  which 
technology  is  inappropriately  prescribed  and  thus  misused.  These  situations  typically 
arise  when  technology  is  expected  to  provide  the  complete  solution  to  the  problems 
of  the  sensory  loss  and  the  device  is  given  precedence  over  the  individual’s  needs 
and  desires. 

Modem  society’s  romance  with  “high  tech”  has  resulted  in  many  negative  cultural 
changes.  For  example,  more  and  more  people  are  spectators  rather  than  participants 
in  recreational  activities.  The  number  of  people  practicing  skilled  crafts  has  seriously 
decreased  as  society  relies  increasingly  on  mass-produced  furniture,  art,  and  prepared 
foods.  Many  people  prefer  to  watch  video  dramatizations  rather  than  to  read  original 
literature,  even  the  classics.  Whether  “high  tech”  is  the  cause  or  only  the  convenient 
agent  of  change  cannot  be  incontrovertibly  ascertained,  nor  is  it  necessarily  relevant 
to  this  discussion.  The  issue,  rather,  is  that  many  people  rely  on  technological  devices 
to  handle  responsibilities  formerly  held  by  individuals.  Is  it  surprising,  then,  that  situa¬ 
tions  arise  in  which  technology  is  expected  to  replace  sensory  loss  or  comprehensive 
rehabilitation  services? 

Spungin  (1985)  addressed  unrealistic  expectations  about  the  role  of  technology  in  the 
rehabilitation  process  when  she  wrote,  “There’s  no  doubt  that  technology  creates  op¬ 
portunities,  but  who  prepares  individuals  for  those  opportunities?  Overlooking  the 
preparedness  of  the  blind  client— adult  or  child— is  symptomatic  of  society’s  fascina¬ 
tion  with  high  tech  solutions  to  the  neglect  of  low  tech  applications”  (p.  114).  Addi¬ 
tionally,  it  must  be  remembered  that  the  normal  adaptation  to  visual  impairment  requires 
use  of  many  “no  tech”  techniques  of  daily  living.  Consequently,  the  application  of  “high 
tech”  in  the  rehabilitation  process  must  be  accomplished  within  the  context  of  the  in¬ 
dividual’s  needs,  preferences,  and  capabilities.  Unless  this  proper  matching  is  insured, 
many  inappropriate  applications  will  be  prescribed  and  result  in  misused  technology. 

Several  common  misuses  of  technology  in  the  rehabilitation  of  blind  or  visually 
impaired  individuals  relate  to  problems  of  reading.  In  various  situations,  a  fundamental 
need,  preference,  or  capability  of  the  individual  is  overlooked  when  a  device 
is  prescribed. 
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For  example,  if  a  counselor  prescribes  a  modem  reading  maching  for  an  individual 
who  desires  and  needs  companionship,  the  individual  might  still  be  lonely  even  though 
a  measure  of  independence  has  been  achieved.  If  the  individual  is  an  older  person  living 
alone  whose  only  human  contacts  are  readers  and  other  helpers,  then  the  prescription 
of  the  reading  aid  only  compounds  the  individual’s  loneliness.  In  such  a  case,  the  reading 
machine  should  be  provided  only  as  a  supplement  to  and  not  as  a  replacement  for  other 
services.  Total  independence  should  not  necessarily  be  the  desired  outcome  for  all  in¬ 
dividualized  rehabilitation  programs.  Before  prescribing  technology,  counselors  must 
consider  the  social  needs  of  the  individual. 

Many  Western  rehabilitation  specialists  consulting  in  Asia  have  encountered  strong 
resistance  to  the  concept  of  learning  independent  living  skills.  Such  an  emphasis  is  con¬ 
sidered  inhumane  because  that  society  believes  people  benefit  from  interdependence. 

Consider  several  more  examples  that  illustrate  the  misuse  of  technology.  Teachers 
of  blind  students  have  long  agonized  over  the  spelling  skills  of  their  pupils.  Today,  many 
students  rely  heavily  on  auditory  informational  displays,  with  the  unfortunate  result  of 
decreased  personal  exposure  to  correctly  spelled  text. 

Each  time  the  public  press  prematurely  announces  the  development  of  a  vision- 
substitution  system,  rehabilitation  specialists  encounter  reluctance  on  the  part  of  newly 
blinded  individuals  to  learn  proper  long-cane  mobility  techniques  because  the  individ¬ 
uals  are  anticipating  the  arrival  of  the  new  technology.  Spungin  (1985)  stressed  this  point 
when  she  wrote,  “An  overriding  fear  for  many  is  that  technology  will  infringe  on  the 
individual  blind  person’s  motivation  to  learn  basic  skills  whether  in  braille  or  mobility. 
This  has  been  most  prevalent  in  the  area  of  readings  skills  as  far  back  as  the  Talking 
Book  program  and  as  recently  as  the  development  of  the  Optacon”  (p.  116).  Assess¬ 
ment  of  an  individual’s  needs,  including  skills  to  be  learned,  should  precede  prescrip¬ 
tion  and  selection  of  any  assistive  technology.  That  technology  should  either  provide 
or  augment  training  in  those  skills  and  not  be  used  as  a  substitute  for  them. 

Another  inappropriate  use  of  technology  occurs  when  an  individual  with  diminished 
auditory  capacity  is  provided  with  a  synthesized  speech  output  that  cannot  be  understood 
even  with  practice.  A  similar  result  is  encountered  when  a  person  with  peripheral 
neuropathy— possibly  stemming  from  diabetes— is  asked  to  learn  braille.  Individual 
display  preferences  and  neurophysiological  capabilities  are  important  factors  to  be  con¬ 
sidered  when  selecting  technology. 

A  final  example  of  misused  technology  in  the  rehabilitation  of  blind  people  arises 
from  the  relatively  new  occupational  alternative  offered  by  the  use  of  home-based  com¬ 
puters  tied  by  telephone  lines  to  central-office  locations.  Such  “telecommuting”  presents 
a  tempting  option  to  people  involved  in  the  vocational  rehabilitation  process  (Scadden, 
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1984b).  Whenever  placing  clients  in  telecommuting  jobs,  the  rehabilitation  counselor 
does  not  have  to  be  as  concerned  about  his  client’s  independent  travel  skills  or  the 
availability  of  transportation.  Employers,  as  well  as  the  potentially  shy  clients,  can  avoid 
potentially  difficult  interpersonal  contacts. 

Nonetheless,  it  is  important  to  consider  three  key  drawbacks  to  telecommuting  by 
blind  employees.  First,  the  blind  person  may  not  want  to  stay  home  all  the  time;  he 
or  she  may  wish  to  mix  freely  in  a  mainstream  environment.  Second,  the  potentially 
shy  client  may  benefit  in  the  long  run  from  enforced  contact  with  others.  An  integrated 
personality  requires  the  ability  to  interact  with  people  outside  a  prestructured  environ¬ 
ment.  Third,  positive  societal  attitudes  toward  blindness  and  blind  people  are  stimulated 
through  expanded  observations  and  intimate  contact  with  successful  blind  role  models. 
Telecommuting  arrangements  preclude  such  contact.  Thus,  the  indiscriminate  prescrip¬ 
tion  and  selection  of  the  necessary  technology  to  promote  a  telecommuting  career  should 
be  avoided  until  evaluation  of  the  individual  client  indicates  that  the  option  is  the  most 
appropriate  and  desirable  for  that  particular  person  and  situation  (Scadden,  1984a). 


TECHNOLOGY’S  ROLE 

In  summary,  assistive  technology  is  useful  for  remediating  the  negative  effects  of  blind¬ 
ness  by  increasing  an  individual’s  independence  and  productivity  and  helping  him  or 
her  gain  the  respect  of  and  acceptance  by  society.  Technology  should  not  be  used  if 
it  promotes  the  individual’s  isolation  or  illiteracy  or  if  it  instills  negative  attitudes  and 
stereotypes  in  the  sighted  public.  The  individual  must  remain  central  in  a  decision-making 
process  that  takes  into  account  his  or  her  needs,  preferences,  and  capabilities.  Technology 
must  remain  a  tool  that,  when  combined  with  the  person’s  learned  skills,  increases  func¬ 
tional  performance. 

Spungin  (1985)  presented  a  comprehensive  discussion  of  the  information  one  should 
gather  prior  to  selecting  assistive  technology  for  use  by  a  blind  or  visually  impaired 
individual.  The  information  concerns  both  the  technology  and  the  individual  and  should 
be  used  to  ensure  the  best  match  of  device  and  user.  She  recommended  that  information 
about  the  technology  in  question  should  include  the  following:  availability,  simplicity 
of  operation,  initial  cost  (including  installation),  availability  of  funds  for  reimbursement, 
flexibility  and  cost  of  future  adaptations,  maintenance  record,  extent  and  quality  of 
evaluative  performance  data,  and  the  ability  to  attain  the  desired  level  of  performance. 

Spungin  (1985)  also  recommended  that  information  about  the  individual’s  needs, 
desires,  capabilities,  and  functional  limitations  be  acquired.  His  or  her  degree  of  vision, 
present  age,  and  age  at  onset  of  visual  impairment  should  be  considered,  as  well  as 
the  presence  of  other  physically  or  mentally  disabling  conditions,  affinity  or  preference 
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for  sensory  mode  of  information  display,  geographical  location,  occupation  and  voca¬ 
tional  aspirations,  income,  and  the  performance  requirements  of  the  activity  in  which 
the  technology  is  to  be  used.  Her  conclusion  summarized  the  factors  to  be  considered 
in  the  technology  selection  process:  “The  main  question,  then,  is  what  the  blind  person 
can  do  with  the  aid  that  will  be  unique,  different,  and  better  than  what  he  or  she  could 
do  without  it”  (p.  116). 

Carroll  would  have  been  excited  about  the  modern  technology  available  to  blind  peo¬ 
ple,  but  he  also  would  have  been  concerned  about  the  almost  random  application  of 
technology  to  the  needs  of  individuals.  Today’s  special  education  and  rehabilitation 
specialists  continue  to  be  challenged  by  technology  and  by  the  responsibility  of  assur¬ 
ing  maximum  adjustment  and  adaptation  to  visual  impairment.  Technology  should  play 
an  important  role  in  this  process  and  maximize  the  development  and  performance  of 
the  individual  user. 

In  1967,  Carroll  discussed  the  dilemma  of  technology  faced  by  rehabilitation  profes¬ 
sionals,  and  his  words  are  apropos  20  years  later: 

Workers  for  the  blind  are  extremely  interested  in  the  devices  of  a  future  day 
and  hope  that  their  development  may  be  speeded. . .  .  The  worker  in  the  field 
of  blindness  is  torn. ...  He  wants  promising  studies  in  this  field  to  be  funded 
well  and  to  be  undertaken  by  the  best  centers  and  the  best  researchers.  Yet 
he  sees  the  field  of  academic  research  leaving  behind  the  immediate  and 
imperative  problems  of  the  day  to  work  on  those  areas  which  are  “way 
out”  (p.  206). 

Professional  workers  today  must  promote  research  and  technology,  but  the  balanced 
view  of  Carroll  that  placed  individual  personality  growth  and  adaptation  above  all  other 
concerns  must  be  carried  forward  into  a  new  day. 
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ANALYSIS  AND  UPDATE  OF 
FATHER  CARROLL’S  PHILOSOPHY 
REGARDING  OLDER  BLIND 
INDIVIDUALS 

Priscilla  Rogers 

“I  BELIEVE  THAT  WITH  ANY  PROBLEM  of  life,  the  main  reaction  must  be  to 
face  it  and  then  find  out  how  to  overcome  it. . . .  [F]or  aged  blind  persons  the  only  answer 
is  ‘total  rehabilitation’”  (p.  102),  wrote  Father  Thomas  J.  Carroll  (1972)  in  an  article 
published  after  his  death.  Being  a  man  of  his  word,  Carroll  had  fought  what  he  termed 
“gerophobia”  and  founded  St.  Raphael’s  Geriatric  Adjustment  Center  in  1965  to  provide 
‘‘total  rehabilitation”  to  this  population. 

However,  in  his  book,  Blindness:  What  It  Is,  What  It  Does,  and  How  to  Live  with 
It,  Carroll  (1961)  devoted  few  pages  to  the  elderly,  assuming  that  the  losses  and  restoration 
described  so  cogently  in  the  earlier  parts  of  the  book  applied  to  elderly  people  as  well. 
He  did  include  a  chart  of  losses  that  compared  elderly  persons  to  younger  adults.  From 
this  chart  and  later  published  and  unpublished  works  by  Carroll  and  his  staff,  I  have 
distilled  his  concepts  of  the  elderly  for  presentation  in  the  following  pages. 

Carroll  believed  that  old  age  is  a  “wearing  out”  process,  that  physical  losses  and 
changes  occur  in  muscle  tone,  metabolic  functioning,  skeleton  and  physique,  sensory 
modalities,  mobility,  appearance,  and  so  forth.  He  noted  that  older  persons  also  suffer 
loss  of  finances,  role,  status,  and  companionship  with  friends  and  loved  ones,  as  well 
as  a  host  of  other  psychosocial  problems.  Although  Carroll  (1961)  believed  that  decreased 
societal  expectations  of  an  older  persons  might  lessen  the  “disgrace”  of  being  blind, 
he  felt  that  whether  blindness  was  more  or  less  of  a  handicap  for  an  older  person  than 
for  a  younger  person  depended  on  the  degree  to  which  the  older  person  had  accepted 
the  losses  of  old  age  and  maintained  an  active  life. 

Carroll  (1972)  understood  that  a  blind  person  might  age  faster  than  other  individuals 
because  of  stress  and  that  the  combination  of  loneliness  and  the  aging  process  could 
bring  about  an  apparent  loss  of  mental  ability  that  might  be  mistaken  for  senility.  He 
emphasized,  however,  that  these  concepts  should  not  be  applied  universally,  that  losses 
affect  each  individual  according  to  personality  and  circumstances.  He  also  recognized 
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that  society  and  culture  have  exerted  and  continue  to  exert  damaging  impact  upon  the 
older  person  through  negative  stereotyping  of  the  aging  process. 

Carroll  (1972)  worried  about  the  fast  rate  of  change  occurring  in  the  world,  which 
ignores  the  “wisdom”  of  elders  or  deems  it  irrelevant.  Consequently,  elderly  persons 
lose  role  status  and  must  struggle  to  keep  pace  with  contemporary  life.  He  also  iden¬ 
tified  a  generation  gap  among  elderly  individuals  and  believed  that  the  needs  of  the 
“young”  elderly  differ  from  the  needs  of  the  “old”  elderly,  a  distinction  that  will  be 
discussed  in  greater  detail  below. 

Carroll  argued  that  “age  need  not  be  an  automatic  barrier  to  rehabilitation”  (Picard, 
1973,  p.  11),  that  older  blind  persons  need  “total  rehabilitation”  (Carroll,  1961)  that  should 
include  four  components:  (1)  training  the  other  senses  to  take  over  the  role  of  sight, 
(2)  training  in  skills  and  the  use  of  devices,  (3)  restoring  psychological  security,  and 
(4)  influencing  the  attitude  of  society  toward  the  blind  person  and  helping  him  or  her 
meet  the  prevailing  attitudes. 

In  providing  rehabilitation  services,  professionals  should  help  the  blind  person  regain 
a  sense  of  adequacy  without  overwhelming  him  or  her.  Carroll  believed  that  restoration 
should  extend  beyond  “total  rehabilitation”  and  that  training  should  be  individualized, 
flexible,  and  provided  through  a  team  of  professionals  well  versed  in  both  the  blindness 
and  the  aging  fields  (Carroll,  1972).  He  called  it  “geriabilitation.”  He  was  most  con¬ 
cerned  that  service  delivery  would  be  affected  by  “gerophobia,”  a  term  Carroll  used 
to  describe  a  younger  person’s  fear  of  age  and  the  stereotyped  belief  that  the  aging  pro¬ 
cess  results  in  helplessness.  Considering  the  possibility  that  geriatrics  would  eventual¬ 
ly  dominate  the  field  of  blindness,  Carroll  (1970a)  recommended  preservice  and  in-service 
training  for  staff  to  combat  “gerophobia.” 

A  believer  in  the  team  concept,  Carroll  (1970b)  advocated  the  establishment  of  regional 
rehabilitation  centers  to  provide  a  comprehensive  service  delivery  system  that  dealt  with 
the  person’s  medical  and  psychological  needs  as  well  as  providing  him  necessary  skills. 
Individuals  would  attend  these  centers  for  12  to  16  weeks,  depending  on  training  needs. 
Next  preferable  in  the  service  delivery  system  would  be  satellite  or  day  centers  with 
a  concentrated  five-day  program.  Within  either  system,  a  research  component  should 
be  integrated. 

In  1965,  Carroll  instituted  St.  Raphael’s  as  a  total  rehabilitation  program  and  regional 
center.  It  was  the  first  of  its  kind  in  the  country  and  functioned  until  1973.  The  content 
of  the  program  was  similar  to  that  of  St.  Paul’s  Rehabilitation  Center,  which  Carroll 
had  established  for  newly  blinded  adults  of  working  age  based  on  the  concepts  outlined 
in  his  book  (Carroll,  1961).  The  purpose  of  St.  Raphael’s  was  to  help  older  blind  and 
visually  impaired  persons  return  to  the  mainstream  of  community  living.  During  its 
existence,  St.  Raphael’s  served  at  least  300  individuals,  the  majority  of  whom  were 
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partially  sighted.  The  program  experienced  problems  with  referrals,  which  Carroll  and 
Frederick  Picard,  executive  director  of  the  center  after  Carroll,  attributed  to  gerophobia 
and  also  to  misconceptions  by  referral  sources  about  the  learning  capabilities  of  older 
blind  and  visually  impaired  persons  (Carroll,  1972). 

The  experience  at  St.  Raphael’s  led  its  management  staff  to  conclude  that: 

1.  The  older  blind  persons  involved  in  the  St.  Raphael’s  program  seemed  to  have  better 
coping  skills  than  the  younger  persons. 

2 .  The  existence  of  major  handicaps  besides  blindness  affected  adversely  the  functioning 
level  of  the  older  person.  Consequently,  the  optimum  candidate  for  the  program  was 
more  blind  than  aged.  However,  multihandicaps  were  common  among  the  clients  served. 

3.  Special  training  programs  for  elderly  persons  should  be  provided  separate  and  apart 
from  programs  for  younger  blind  persons. 

4.  Older  blind  individuals  seemed  more  achievement  oriented  than  younger  blind  per¬ 
sons  (i.e.,  they  had  specific  goals  they  were  trying  to  meet). 

5.  Spouses  should  be  involved  in  the  program. 

6.  The  regional-center  approach  was  not  successful  because  of  lack  of  referrals.  The 
day  program  was  much  more  popular  with  both  referral  sources  and  trainees  (Picard, 
1973;  Riley,  1972). 


LOSSES  AND  THE  AGING  PROCESS 

It  has  been  nearly  30  years  since  the  publication  of  Carroll’s  principles  and  25  years 
since  the  initial  St.  Raphael’s  experience.  How  do  Carroll’s  concepts  and  the  experience 
at  St.  Raphael’s  relate  to  the  field  of  aging  and  blindness  today?  Carroll  (1961)  assumed 
that  older  blind  persons  would  experience,  to  varying  degrees,  the  20  losses  documented 
in  his  book  and  charted  these  losses  in  the  appendixes.  However,  in  articles  written 
subsequent  to  the  book,  he  also  enumerated  losses  or  changes  that  have  to  do  specifically 
with  the  aging  process.  These  losses  are  discussed  below  along  with  verifications  found 
in  current  literature  on  aging. 

Muscle  Tone/Skeletal  Loss 

Muscular  atrophy  occurs  with  age.  Muscles  become  less  elastic  and  therefore  less  flex¬ 
ible.  These  changes  can  be  lessened  by  physical  activity  and  proper  nutrition  (Saxon 
&  Etten,  1987). 

Loss  of  Gait 

Degenerative  arthritis,  which  affects  some  60%  of  persons  over  60,  involves  degenera¬ 
tion  of  the  articular  cartilage  of  the  joint.  Weight-bearing  joints  are  more  susceptible. 
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Pain,  spasms,  and  degenerative  changes  in  joints  result  in  disuse  and  restriction  of  joint 
motion.  Overall  mobility  may  also  be  affected  by  connective  tissue  changes  (Saxon  & 
Etten,  1987). 

Vestibular/Kinesthetic  Changes 

Related  to  Carroll’s  concern  for  loss  of  gait  are  vestibular-  and  kinesthetic-sense  changes. 
Receptors  for  the  vestibular,  or  balance  and  equilibrium,  sense  are  found  in  the  inner 
ear  and  are  responsive  to  changes  in  the  body  position.  They  help  to  maintain  equilibrium. 
Receptors  for  the  kinesthetic  sense  are  located  in  the  muscles  and  tendons  and  provide 
data  regarding  joint  movement  and  body  position  in  space.  Research  indicates  age-related 
changes  occur  in  both  systems,  which  may  cause  falls  and  problems  with  equilibrium 
and  balance  (Saxon  &  Etten,  1987). 

Change  in  Metabolic  Function 

A  major  problem  for  older  persons  is  maintaining  homeostatic  control,  that  is,  main¬ 
taining  vital  body  functions  such  as  body  temperature,  blood  pressure,  and  blood  sugar 
(Jernigan,  1981).  Even  mild  cases  of  a  cold  or  influenza  can  upset  the  homeostatic  con¬ 
trol  mechanism  in  older  individuals  and  cause  death  or  extended  recuperation  time. 
The  old-old  (those  80  years  of  age  and  older)  are  usually  more  susceptible  to  this  pro¬ 
blem  and  to  stress  in  general  because  of  multiple  pathologies  (Jernigan,  1982). 

Sensory  Deficits 

1.  Taste.  Anatomical  studies  have  shown  that  age  decreases  the  number  of  taste  buds, 
the  amount  of  salivation,  and  the  elasticity  of  the  mouth  and  lips.  In  addition,  den¬ 
tures  that  replace  lost  teeth  may  also  interfere  with  taste  sensitivity  by  blocking  taste 
buds  located  in  the  hard  palate,  which  is  especially  sensitive  to  sour  and  bitter  taste 
(Saxon  &  Etten,  1987). 

2.  Smell.  The  sense  of  taste  depends  in  part  on  smelling  capability,  the  loss  of  which 
involves  a  decrease  in  the  number  of  olfactory  nerve  fibers  or  changes  in  the  olfac¬ 
tory  bulb.  Schiffman’s  (1977)  study  reveals  that  elderly  blindfolded  individuals  are 
much  less  able  than  younger  individuals  to  recognize  blended  foods.  The  study  con¬ 
cludes  that  visual  cues  may  be  important  to  food  identification  and  that  a  decline 
in  olfactory  sensitivity  hampers  food  recognition  more  than  a  decline  in  taste 
sensitivity. 

The  lessened  response  to  olfactory  cues  that  help  in  distinguishing  changes  in  taste 
sensations  can  lead  to  poor  nutrition,  decreased  food  intake,  and  the  intake  of  spoiled 
food.  Olfactory  loss  can  also  make  difficult  the  recognition  of  warning  odors,  such 
as  smoke  and  escaping  gas. 
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3.  Somesthesis.  Although  Carroll  cited  skin  and  kinesthetic  changes  separately,  today 
they  are  known  inclusively  as  “somesthesis,”  which  includes  sensations  that  are  pro¬ 
mpted  by  normal  and  intensive  stimulation  of  the  skin,  the  viscera,  and  kinesthesis, 
the  muscle  and  joint  sense  (Kenshalo,  1977).  According  to  Kenshalo’s  (1986)  latest 
research,  tactile  and  vibratory  sensitivity  diminishes  with  age.  A  decrease  in  the  ability 
to  recognize  forms  of  objects  (stereognosis)  tactually  and  aurally  has  also  been 
documented.  These  age-related  deficiencies  should  be  important  considerations  in 
the  rehabilitation  of  older  adults  (Kenshalo,  1977). 

4.  Hearing  loss.  In  Carroll’s  time,  40%  of  the  population  at  St.  Raphael’s  experienced 
some  hearing  loss.  Today,  more  than  half  of  all  men  and  one-third  of  all  women  65 
and  older  have  significant  hearing  loss,  and  66%  of  older  persons  have  serious  hear¬ 
ing  loss  overall  by  the  age  of  80  (Carter,  1982). 

Auditory-related  changes  include  changes  in  ear  membranes,  ear  wax,  and  the  ac¬ 
quisition  of  a  condition  called  presbycusis,  which  reduces  the  ability  to  hear  high-pitched 
sounds,  including  soft  consonants,  and  causes  a  distortion  in  communications.  Sounds 
of  daily  living,  such  as  the  tick  of  a  clock,  the  hiss  of  steam  from  a  boiling  kettle,  and 
the  approach  of  an  automobile,  may  not  be  discernible  (Maurer,  1976;  Saxon  &  Etten, 
1987).  “The  tragedy  of  hearing  loss,”  Carter  (1982)  states,  “is  that  it  separates  people 
from  each  other”  (p.  20).  Loss  of  vision  compounds  the  isolation  that  hearing  loss  causes 
because  it  separates  people  from  objects  and,  more  important,  from  other  people  because 
of  the  lack  of  eye  contact. 

Saxon  and  Etten  (1987)  have  summarized  the  impact  of  sensory  loss  as  follows:  “Sen¬ 
sory  changes  with  age  are  some  of  the  most  crucial  and  possibly  most  underrated  changes 
associated  with  the  entire  aging  process. . . .  [Cjhanges  in  each  of  these  systems  interfere 
with  the  ability  to  gather  pertinent  information  about  the  environment  essential  to  high 
quality  life  and  even  to  the  maintenance  of  life  itself’  (pp.  91-92).  Sensory  losses  have 
an  even  greater  impact  on  older  visually  impaired  persons  because  of  the  functional 
implications  of  loss. 

Loss  of  Tonal  Quality  of  Voice 

Studies  show  that  voice  frequency  range  and  vocal  intensity  may  decrease  as  people 
age.  These  changes  are  usually  the  result  of  organic  changes  in  the  larynx,  vascular 
insufficiency,  or  hormonal  imbalances.  The  changes  may  interfere  with  the  older  per¬ 
son’s  normal  interpersonal  relations  (Corso,  1977). 

Loss  of  Contemporaries/Loved  Ones/Someone  to  Love 

Women  are  more  likely  to  become  widowed  than  are  men.  The  replacement  task  of 
making  new  friends  and  remarrying  may  be  difficult  because  of  resistance,  lack  of  social 
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opportunity,  lack  of  transportation,  decrease  in  physical  mobility,  and  sensory  losses. 
Carroll  believed  that  this  loss  may  be  one  of  the  hardest  for  older  persons  to  bear. 

Loss  of  Prestige/Status/Feeling  of  Usefulness 

The  loss  of  prestige  is  a  loss  of  role.  As  de  Beauvoir  (1972)  observed  in  The  Coming 
of  Age,  “The  standing  of  old  age  has  been  markedly  lowered  since  the  notion  of  ex¬ 
perience  has  been  discredited”  (p.  543).  Carroll  (1961)  labeled  it  the  “loss  of  per¬ 
manence.”  Age  is  no  longer  considered  an  advantage,  though  this  perception  could  change 
as  the  general  population  ages  and  older  persons  become  more  politically  important. 

Nonetheless,  we  still  live  in  an  era  in  which  the  “scientific  management  of  old  age” 
eases  older  people  out  of  jobs  into  “proxy”  lives.  Although  we  are  breaking  out  of  this 
syndrome,  we  have  not  become  an  age-irrelevant  society.  Even  the  Older  Americans 
Act  gives  a  distorted  view  of  elderly  people  as  dependent,  in  need  of  services,  and  in¬ 
capable  of  leading  “real”  lives  (Cole,  1983). 

Loss  of  Looks/Appearance 

Age-related  changes  in  physical  appearance  affect  some  individuals  greatly.  One  of  the 
most  noteworthy  changes  in  skin  is  the  appearance  of  wrinkles  resulting  from  loss  of 
skin  elasticity  and  diminution  of  subcutaneous  fat.  Brown,  pigmented  spots  may  ap¬ 
pear  on  the  face  and  hands,  as  may  small  hemorrhages  under  the  skin.  Greying  and 
loss  of  hair  are  usually  age  related,  too  (Saxon  &  Etten,  1987). 

Cognitive  Changes 

Cognitive  changes  may  occur  that  slow  decision-making  processes  or  alter  the  way  in 
which  individuals  learn.  Research  indicates  that  fluid  intelligence  (the  ability  to  per¬ 
form  fast-paced  learning  tasks,  to  perceive  complex  relations,  and  to  form  concepts) 
depends  a  great  deal  on  physiological  factors,  including  vision.  Fluid  intelligence  is 
modifiable  by  behavioral  intervention,  by  using  intellectual  capacities  fully,  and  by  learn¬ 
ing  to  compensate  for  vision  loss  (Bennett  &  Eklund,  1983b).  Additionally,  crystallized 
intelligence  (the  ability  to  reason  and  to  perceive  relationships  based  on  previous  knowl¬ 
edge)  may  actually  increase  as  the  individual  is  exposed  to  more  education  and  experi¬ 
ences  (Franz,  1983).  An  important  key  to  maintaining  mental  capacity  is  activity  level. 

In  most  cases,  older  adults  do  not  have  a  problem  with  learning  or  performing  as 
long  as  these  important  factors  are  considered:  pacing  the  materials  to  be  learned,  in¬ 
structing  older  persons  to  organize  material  as  it  is  presented,  repeating  the  material 
once  it  has  been  learned,  and  providing  techniques  for  recall.  Additionally,  motivation 
and  learning  are  generally  higher  when  the  task  is  meaningful  and  pertinent  to  the  older 
adult  (Edinberg,  1985). 
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AGING  AND  THE  ADJUSTMENT  PROCESS 

What  do  all  these  losses  mean  to  the  elderly  blind  individual?  In  Carroll’s  (1961)  words, 
“Blindness  has  a  different  meaning  for  a  person  who  has  already  undergone  many  of 
the  losses  of  old  age  than  it  does  for  the  child,  young,  or  middle  aged  adult.  The  old 
person  brings  a  very  different  attitude  to  his  blindness:  if  not  resigned  to  his  physical 
difficulties  and  reservations,  at  least  he  is  used  to  them”  (p.  272).  Negrin  (1983)  states 
that  for  older  people  who  have  accepted  negative  stereotypes  regarding  blindness,  “the 
incapacity  to  make  a  psychological  adjustment  to  blindness  seems  greater  than  the  ability 
to  accept  most  other  losses”  (p.  57).  Similarly,  Freedman  and  Inkster  (1976)  assert  that 
loss  of  function  on  the  part  of  the  elderly  blind  person  is  frequently  the  result  of  the 
effects  of  depression  and  anxiety. 

The  aging  field  has  documented  well  the  losses  that  occur  as  part  of  growing  old  and 
the  psychological  trauma  of  reaching  the  age  of  65.  Adaptation  to  loss  is  one  of  the  prin¬ 
ciple  tasks  facing  an  individual  in  later  life.  Even  though  losses  can  occur  at  any  age, 
they  are  ubiquitous  in  old  age  (Saxon,  1982).  Visual  losses  increase  with  age  to  the 
extent  that  25  %  of  individuals  85  years  of  age  and  older  have  some  form  of  severe  visual 
impairment,  although  most  are  not  totally  blind  (Nelson,  1987).  These  visual  losses, 
coupled  with  physical  losses,  bring  problems  that  may  overwhelm  a  person  and  force 
dependency.  Current  statistics  indicate  that  dependency  in  areas  such  as  bathing,  dress¬ 
ing,  eating,  and  toileting  is  much  more  prevalent  among  the  older  groups  of  elderly, 
increasing  from  3.5%  of  the  65  to  74  age  group  to  11.3%  of  the  75  to  84  age  group 
to  35.1%  of  the  85  and  over  group  (New  York  State  Office  for  Aging,  1983). 

Therefore,  along  with  adaptation  to  loss  comes  the  need  to  deal  with  external  prob¬ 
lems,  such  as  safety  and  security,  and  internal  conflict,  such  as  dependency  and  loss 
of  mastery  and  control.  In  fact,  the  primary  fear  among  elderly  persons  may  be  the 
fear  of  becoming  dependent.  This  fear  may  be  greatly  exacerbated  among  visually 
impaired  persons  because  they  must  receive  accurate  and  adequate  information  to  cope 
effectively.  Visual  loss  precludes,  or  at  least  limits,  this  capacity  (Saxon,  1982). 

Whereas  elderly  people  may  experience  a  multitude  of  impairments,  only  a  few 
researchers  have  examined  adjustment  to  disability  in  later  life.  Kerr  (1977)  has  found 
that  stages  of  adjustment  include  shock,  expectancy  of  recovery,  mourning,  defense  (either 
healthy  or  remote),  and,  finally,  adjustment. 

An  older  person’s  prior  experiences  with  sickness  or  disablement  and  his  or  her  cur¬ 
rent  experience  are  important  factors  in  the  adjustment  process.  Prior  attitudes  toward 
sickness  and  disability  are  also  a  very  important  determinant  of  adjustment.  The  onset 
of  blindness  can  bring  to  the  surface  negative  attitudes  inculcated  by  society  and  can 
result  in  self-fulfilling  prophecies,  conscious  dissociation  from  society,  and  attempts 
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by  those  who  are  partially  sighted  to  hide  the  visual  impairment  from  society 
(Perlman,  1977). 

These  findings  correlate  with  other  studies  on  life  satisfaction  and  activity  or 
disengagement.  Carroll  (1972)  gave  credence  to  the  disengagement  theory  that 
postulates  that  older  individuals  gradually  give  in  to  losses  and  disengage  themselves 
from  society.  Nonetheless,  he  still  believed  that  “with  any  problem  of  life  the  main 
reaction  must  be  to  face  it  and  then  find  out  how  to  overcome  it” (p.  102).  As  stated 
previously,  he  thought  that  total  rehabilitation  offered  in  a  supportive  environment 
would  greatly  benefit  older  blind  individuals. 

Carroll  sought  the  “best”  type  of  supportive  environment;  rehabilitation  personnel 
seek  the  same  goal  today.  Our  challenge  is  to  understand  what  the  losses  mentioned 
above  mean  to  the  elderly  visually  impaired  or  blind  person,  to  provide  support  in 
whatever  form  necessary  to  the  client,  and  to  assist  in  the  adjustment  process,  realiz¬ 
ing  that  “disabled  people  will  achieve  to  limits  defined  not  by  their  disabilities,  but 
by  their  abilities”  (Bowe,  1980). 

Whenever  old  age  and  disability  occur  simultaneously,  two  types  of  interacting, 
multiple  problems  may  arise:  (1)  inadequate  personal  resources  and  (2)  limited  societal 
resources  (Salmon,  1981).  Unfortunately,  only  limited  resources  have  been  made 
available  for  serving  older  blind  individuals,  who  consitute  two-thirds  of  the  total 
number  of  blind  persons  in  this  country  and  who  are  2  million  strong.  Of  the  blind 
individuals  reported  to  be  served  by  vocational  rehabilitation  funds,  only  12%  have 
been  65  years  of  age  and  older  (Benedict  &  Ganikos,  1981).  Funding  from  Title 
VII,  Part  C  of  the  Rehabilitation  Act  helps  to  serve  approximately  5,000  additional 
individuals  annually,  and  a  few  thousand  others  receive  services  through  social  ser¬ 
vice  block  grants,  Older  Americans  Act  monies,  and  state  general  revenue  funds 
(Rogers,  1986).  Unfortunately,  little  research  has  been  done  on  the  effectiveness  of 
the  service  dollars  that  have  been  spent,  a  situation  that  would  have  disturbed  Carroll 
greatly.  He  believed  that  research  should  be  made  an  integral  part  of  service  delivery. 


IMPLICATIONS  OF  RESEARCH 

Research  about  older  visually  impaired  persons  reveals  the  following  needs: 

1.  To  focus  on  prevention  because  50%  of  blindness  in  the  older  population 
may  be  preventable. 

2.  To  reevaluate  our  rehabilitation  training  programs  for  elderly  blind  and 
visually  impaired  people  in  terms  of  focus,  appropriateness,  and  timeliness 
of  intervention  and  to  weigh  the  needs  of  the  partially  sighted  population 
versus  the  blind  population. 
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3.  To  evaluate  clients  individually  and  to  be  aware  of  sexual  and  cultural  differences, 
income  and  educational  levels,  other  disabilities,  replaceable  and  irreplaceable 
physical  losses,  such  as  hearing,  and  the  individual’s  environment,  whether  it  is 
home  or  institution,  rural  or  urban  setting. 

4 .  To  involve  the  family  or  significant  others  and  peers  systematically  in  appropriate  ways, 
to  promote  understanding  and  support,  and  to  prevent  possible  undermining  influences. 

5.  To  be  aware  of  and  to  use  possible  motivating  factors,  such  as  the  need  for  clients 
who  live  alone  to  learn  necessary  skills  for  activities  of  daily  living,  and  to  include 
appropriate  peer  interaction. 

6.  To  help  the  individual  establish  concrete,  workable  goals  on  his  or  her  rehabilita¬ 
tion  plan. 

7.  To  pace  programs  in  training  situations,  to  provide  stimulation  in  the  form  of  physical 
and  mental  exercise,  to  define  “progress,”  and  to  show  the  applicability  of  tasks 
the  older  blind  person  should  perform. 

8.  To  develop  a  service  network  that  is  accessible  and  responsive  rather  than  conde¬ 
scending  or  self-motivating. 

9.  To  educate  older  blind  persons  about  themselves. 

10.  To  consider  the  needs  of  the  various  age  cohorts,  for  example,  the  “young”  old  and 
“old”  old  (Egi  &  Higuchi,  1979;  Genesky,  Benny,  Bikson,  &  Bikson,  1979;  Gobetz, 
Drane,  &  Underwood,  1969;  Jacobs,  1983;  O’Donnell,  1984;  West  Virginia  Divi¬ 
sion  of  Vocational  Rehabilitation,  1975). 


MODELS  OF  HELP 

In  determining  effective  service  approaches  to  this  population,  it  is  appropriate  to 
examine  several  models  of  service  delivery.  Since  Carroll  was  most  concerned  that  pro¬ 
fessionals  focus  on  the  needs  of  the  blind  individuals  whom  they  serve  rather  than  on 
themselves,  the  models  of  help  that  Brickman  and  colleagues  have  described  should 
be  reviewed  first: 

1.  In  the  medical  model ,  people  are  responsible  neither  for  their  problems  nor  the 
solutions. 

2.  In  the  enlightenment  model,  people  are  held  responsible  for  creating  their  own  prob¬ 
lems  but  not  for  solving  them. 

3.  In  the  compensatory  model,  people  are  not  blamed  for  their  problems  but  nonetheless 
are  assigned  the  responsibility  for  solving  them  because  they  must  compensate  for 
obstacles  or  handicaps  imposed  upon  them. 

4.  In  the  moral  model,  people  are  held  responsible  for  both  creating  and  solving  their 
own  problems. 
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Coates  (1983)  lists  some  of  the  consequences  of  help  as  follows: 

1.  Help  may  overwhelm  and  thus  reduce  control  over  “recipients’  ”  lives. 

2.  Help  may  hinder  the  acquisition  and  maintenance  of  useful  skills. 

3.  Help  can  directly  undermine  an  individual’s  perceived  self-efficacy  when  the 
person  needing,  seeking,  and  accepting  help  feels  an  implied  sense  of 
inferiority. 

4.  Help  can  undermine  confidence  and  control  by  creating  confusion  about  who 
gets  credit  or  blame  for  the  outcomes. 

In  analyzing  the  consequences  of  help,  we  must  look  at  the  client’s  expectations  of 
help,  that  is,  what  is  his  or  her  model?  For  example,  research  by  Coates  (1983)  indicates 
that  recipients  who  endorsed  the  medical  model  dropped  out  of  skills  programs  more 
often  than  did  others.  Recipients  who  approached  helping  from  a  moral  or  compen¬ 
satory  model  were  more  interested  in  temporary  rather  than  long-term  help.  Recipients 
who  operated  under  these  models  were  also  more  likely  to  become  competent  in 
skill  level. 

These  findings  prompt  questions  about  service  delivery.  How  do  we  help  the  recip¬ 
ient  accept  a  model  that  is  most  advantageous  to  his  or  her  overall  rehabilitation?  Do 
we  use  modified  behavior  techniques  such  as  peer  counseling,  whereby  recipients  become 
helpers  and  role  reversal  occurs? 

Since  helper-helpee  relationships  are  often  complicated  by  illness,  death  of  a  spouse, 
and  other  losses,  the  role  of  the  helper  becomes  more  difficult.  Coates  (1983)  suggests 
that  “helpers  may  help  most  by  assisting  and  sorting  what  recipients  can  control  from 
what  they  cannot”  (p.  4)  and  suggests  that  the  compensatory  model  is  most  appropriate 
in  this  regard. 

Carroll’s  Model  of  “Total  Rehabilitation” 

According  to  Muldoon  (1984),  Carroll  used  a  behavior  modification  systems  model  in 
conceptualizing  provision  of  services.  This  model  carried  with  it  primary  elements  of 
the  compensatory  models  discussed  previously  and  emphasized  the  importance  of  a 
team  approach  to  service  delivery  in  a  regional  center. 

Carroll’s  (1961)  restoration  process  involves  more  than  rehabilitation.  The 
“rehabilitated  individual  will  always  need  special  services  in  some  areas  to  restore 
what  is  lost”  (p.  97),  he  wrote.  This  is  particularly  true  of  older  blind  individuals, 
for  whom  the  first  component  of  Carroll’s  total  rehabilitation  may  not  be  totally  possible 
because  of  the  losses  discussed  above.  Although  “total  rehabilitation”  is  needed  by 
some  older  blind  individuals,  it  is  not  always  possible  to  implement  the  entire  process. 
In  cases  in  which  the  other  senses  cannot  “take  over”  for  the  role  of  sight,  we  should 
instead  promote  self-care  techniques  that  stress  developing  and  coping  procedures. 
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The  Developmental-Interactive  Model 

Connor  and  Muldoon  (1973),  who  worked  closely  with  Carroll,  proposed  a  model  that 
is  somewhat  different  in  concept  and  emphasis  from  the  Carroll  approach.  They  sug¬ 
gested  that  “in  defining  the  needs  of  the  blind  person,  one  must  take  into  consideration 
the  interaction  of  the  three  levels  of  needs  of  the  person  as  a  function  of  time”  (p.  353). 
These  levels  are  the  physiological,  the  personal,  and  the  social.  The  authors  stress  the 
importance  of  the  interaction  of  the  three  levels,  the  evaluation  of  an  individual’s  func¬ 
tioning  on  each  level,  and  the  appropriate  timely  intervention  by  trained  professionals. 

By  stressing  appropriate  and  timely  intervention  and  analysis  of  the  individual’s  func¬ 
tioning,  this  model  encompasses  some  of  the  elements  of  the  helping  models  discussed 
previously  and  underscores  the  importance  of  individual  evaluation  while  getting  at  the 
“meat”  of  Carroll’s  approach,  that  is,  helping  the  individual  to  face  blindness  and  to 
restore  in  him  or  her  a  sense  of  adequacy  without  overwhelming  his  or  her  personality. 


SERVICE  DELIVERY  APPROACHES 

Carroll’s  work,  both  in  writing  and  in  practice,  formed  the  basis  for  services  today. 
As  he  predicted  and  as  we  have  documented,  the  elderly  blind  and  visually  impaired 
population  is  increasing  at  a  rapid  rate,  in  particular  the  “old”  elderly.  We  must  find 
more  comprehensive  approaches  to  service  delivery  for  this  growing  population.  The 
diverse  needs  of  this  population  are  so  great  that  the  regional-center  service  delivery 
mechanism  Carroll  (1970a)  advocated  could  not  begin  to  meet  them,  although  such  centers 
could  serve  as  models  of  service  delivery. 

Carroll  was  unsure  whether  elderly  blind  individuals  could  be  served  better  by  the 
aging  or  the  blindness  field  but  felt  that  both  fields  should  know  the  needs  of  the  popula¬ 
tion.  In  Florida,  as  in  some  other  states,  the  blindness  sector  has  taken  responsibility 
for  rehabilitation  services.  However,  given  limited  funding  resources,  the  number  of 
elderly  visually  impaired  persons,  and  the  overall  prevalence  of  services  for  elderly 
people  vis-a-vis  services  for  blind  people,  the  aging  field  should  be  involved  heavily 
in  appropriate  aspects  of  service  delivery  that  do  not  undermine  rehabilitative  efforts. 

The  blindness  field  should  take  the  initiative  for  rehabilitation  services  because  elderly 
visually  impaired  persons  constitute  two-thirds  of  the  blind  population.  We  must  evaluate 
ourselves,  analyze  our  “gerophobias,”  and  be  prepared  to  work  with  all  segments  of 
the  community.  What  we  need  today  is  a  continuum  of  services  (Hiatt,  1981)  from  every 
possible  resource,  including  government  providers  and  nonprofit  organizations, 
volunteers,  families,  significant  others,  and  older  visually  impaired  people.  If  our  goal 
is  to  help  disabled  people  achieve  independence  with  dignity,  we  must  work  with  them 
and  their  informal  support  system  to  provide  information  and  support. 
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We  must  also  make  ourselves  available  to  this  population  at  convenient  times  and 
locations.  Do  their  lives  stop  at  5:00  p.m.  on  Friday?  Do  they  live  out  their  lives  in 
the  bowels  of  a  government  service  building?  No.  We  must  be  willing  to  go  into  their 
living  areas  with  high  expectations  for  successful  rehabilitation. 

Older  blind  and  visually  impaired  persons  must  be  given  the  opportunity  to  deter¬ 
mine  their  dependent  and  independent  needs  with  help  from  us,  as  Carroll  believed, 
in  building  a  sense  of  adequacy  and  self-esteem.  We  as  professionals  must  be  available 
to  meet  their  needs  without  prescribing  and  to  help  them  adapt  to  life  with  visual 
impairment  with  their  dignity  intact. 

Comprehensive  rehabilitation  may  not  be  possible  or  even  desired  by  the  older  blind 
individual.  He  or  she  may  not  even  know  that  service,  limited  as  it  may  be,  is  available. 
Nonetheless,  Carroll  would  applaud  the  hands-on  outreach  approach  to  educating  older 
visually  impaired  persons  to  their  own  possibilities.  Unfortunately,  those  who  need  us 
most  often  do  not  know  that  rehabilitative  and  restorative  services  exist. 

Carroll  displayed  foresight  both  in  his  understanding  of  the  need  for  a  good  service 
delivery  system  for  this  growing  population  and  in  alerting  the  field  to  this  need. 
What  have  we  done  since  his  day  to  meet  the  challenges  and  needs  of  older  blind 
persons?  I  think  Carroll  would  be  appalled  by  our  seemingly  lackadaisical  attitude. 
Let  us  accept  his  challenge  and  implement  a  nationwide  system  of  service  delivery 
coupled  with  a  system  of  measuring  results.  To  do  any  less  is  a  sacrilege  to  the 
Carroll  legacy  and  a  serious  breach  of  our  professional  ethics  as  rehabilitation 
professionals. 
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FATHER  CARROLL’S  APPROACH 
TO  AGING  BLIND  PEOPLE: 
LOSSES  IN  COMMUNICATION 
AND  WRITTEN,  SPOKEN,  AND 
INFORMATIONAL  PROGRESS 

Susan  Jay  Spungin 


“The  FIELD  OF  WORK  WITH  THE  BLIND  may  in  great  part  become  a  subdivi¬ 
sion  of  geriatrics,”  observed  Father  Thomas  J.  Carroll  in  1961  (p.  270).  His  statement 
is  not  only  frighteningly  accurate  today  as  we  approach  the  1990s  but  even  more  pro¬ 
phetic  when  we  look  at  the  projected  numbers  for  the  aging  blind  population  through 
the  21st  century.  To  say  Carroll  was  a  man  ahead  of  his  time  is  an  understatement. 


STATISTICS  ON  THE  AGING  BLIND 

To  understand  the  significance  and  impact  of  the  growing  number  of  the  elderly  blind, 
one  must  appreciate  what  is  meant  by  the  term  low-incident  handicapped  population. 
Of  all  the  categories  of  people  who  are  disabled,  'blind  and  visually  handicapped  per¬ 
sons  represent  the  smallest  group  of  individuals.  Consider,  for  example,  the  school-age 
population  of  blind  children  as  compared  to  other  handicapped  children  in  the  United 
States.  Of  the  entire  school-age  population  of  children,  12  %  have  some  type  of  impair¬ 
ment,  be  it  blindness,  retardation,  deafness  or  a  hearing  impairment,  or  a  learning 
disability.  Of  that  12  % ,  the  blind  school-age  child  represents  less  than  1% ,  the  smallest 
group  of  disabled  children  within  the  entire  handicapped  school-age  population. 

How  that  translates  into  numbers  depends  on  how  one  defines  the  disability  of  blind¬ 
ness.  Those  children  who  are  totally  blind,  with  no  useful  vision,  number  approximately 
5,400.  Those  who  have  some  useful  vision  but  are  still  identified  as  legally  blind  (20/200 
or  less  with  a  field  loss  of  20  degrees  or  less)  number  39,421  (American  Printing  House 
for  the  Blind,  1988).  In  addition,  there  are  youngsters  who  see  better  than  legal  blind¬ 
ness  but  are  severely  visually  limited  and  require  special  education  services.  The  exact 
number  is  difficult  to  ascertain.  Considering  the  total  population  of  schoolchildren, 
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ranging  from  those  who  are  totally  blind  to  those  who  are  partially  sighted,  estimates 
are  that  1  out  of  every  1,000  school-age  children  has  a  severe  visual  impairment. 

The  low  numbers  have  made  programming  for  this  disabled  population  a  very  costly 
prospect,  costly  in  terms  of  money  as  well  as  negative  attitudes.  By  way  of  example,  the 
reader  might  consider  how  many  blind  persons  he  or  she  has  known.  Probably  few,  if  any. 

Looking  beyond  the  school-age  population,  we  realize  the  most  dramatic  increase  in 
blindness  becomes  apparent  during  the  later  years  in  life.  In  fact,  nearly  70  %  of  the  visually 
impaired  population  in  this  country  is  believed  to  be  over  the  age  of  65.  As  is  true  with 
children,  however,  the  vast  majority  of  this  elderly  population  has  some  remaining  vision. 

Along  with  the  recent  and  projected  future  increases  in  the  elderly  population  have  come 
increases  in  the  numbers  of  those  having  vision  loss.  Because  the  elderly  blind  and  low  vi¬ 
sion  person  constitutes  such  a  large  segment  of  the  population— indeed,  “the  blind”  have 
“become  a  subdivision  of  geriatrics’— Carroll’s  20  losses  as  a  result  of  blindness  take  on, 
again,  special  significance.  Although  his  book,  Blindness:  What  It  Is,  What  It  Does,  and 
How  to  Live  with  It,  addresses  a  younger,  totally  blind  group  of  individuals  for  the  most 
part,  its  20  losses  apply  also  to  the  elderly  visually  impaired  person.  Both  groups  are  adven¬ 
titiously  impaired,  or,  as  Carroll  would  say,  not  advantageously  blind  but  adventitiously 
blind  (i.e. ,  blindness  occurring  later  in  life  or  after  birth) .  Both  groups  have  formed  their 
personalities  as  individuals  while  sighted  and  have  a  storehouse  of  visual  memories.  The 
two  major  differences,  which  I  shall  address  later  in  this  discussion,  are  that  nearly  85  % 
of  the  elderly  blind  are  really  not  completely  blind  but  have  levels  of  remaining  usable  vi¬ 
sion,  and  they  often  have  additional  medical  problems  associated  with  aging. . 

A  study  conducted  by  the  National  Society  to  Prevent  Blindness  (NSPB,  1980)  estimated 
that  there  were  498,000  legally  blind  persons,  of  whom  53  % ,  or  269,950,  were  elderly  in 
1978.  The  projected  number  of  legally  blind  older  persons  (those  older  than  55)  could  in¬ 
crease  to  367,000  by  the  year  2000  according  to  this  1978  projection. 

However,  the  term  legal  blindness  presents  a  restrictive  definition  of  visual  impairment. 
If  we  broaden  the  definition  to  include  people  who  have  significant  visual  loss,  the  total 
number  of  elderly  Americans  with  visual  impairment  rises  considerably. 

Over  the  last  decade,  our  understanding  of  the  prevalence  of  visual  impairment  among 
elderly  people  has  improved.  In  1977,  data  from  the  Health  Interview  Survey  conducted 
by  the  National  Center  for  Health  Statistics  (NCHS)  indicated  there  were  990,000 
noninstitutionalized  elderly  people  who  were  severely  visually  impaired  (Kirchner  & 
Peterson,  1979). 

We  now  know  that  this  number  is  much  too  low.  Using  more  comprehensive  research 
procedures,  a  more  recent  report,  “Supplement  on  Aging”  added  to  the  1984  Health 
Interview  Survey  conducted  by  NCHS,  indicates  that  more  than  2  million  noninstitu¬ 
tionalized  elderly  Americans,  more  than  twice  the  previous  estimates,  are  severely 
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visually  impaired.  Most  of  these  people  are  partially  sighted,  but  about  263,000  report 
blindness  in  both  eyes.  The  new  data  indicate  that  almost  8%  of  the  community-based 
elderly  population  are  severely  visually  impaired.  Out  of  every  1,000  elderly  persons 
in  the  community,  almost  78%  are  either  blind  in  both  eyes  or  are  unable  to  read 
newspaper  print  even  with  correction  (Nelson,  1987). 

The  total  number  of  severely  visually  impaired  elderly  people  would  be  higher  than 
2  million  if  we  took  into  account  residents  of  nursing  homes.  According  to  the  1977 
National  Nursing  Home  Survey,  also  conducted  by  NCHS,  about  371,000  nursing  home 
residents,  most  of  them  elderly,  have  vision  loss  (Peterson  &  Kirchner,  1980).  Three 
percent  of  nursing  home  residents  have  “completely  lost”  their  vision,  and  another  26% 
are  either  partially  or  severely  impaired. 

Because  the  U.S.  population  is  growing  both  larger  and  older,  the  number  of  visually 
impaired  elderly  Americans  will  increase  considerably  by  the  year  2000,  when  there 
will  be  almost  32  million  Americans  aged  65  and  older,  an  increase  of  36%  over  the 
elderly  population  in  1977.  The  number  of  people  in  the  “oldest  old”  population,  the 
demographic  group  most  susceptible  to  vision  loss,  will  increase  even  more,  by  84  % 
(Lowman  &  Kirchner,  1979). 

We  used  to  believe,  based  on  the  1977  data  from  NCHS,  that  there  would  be  about 
1,756,000  severely  visually  impaired  elderly  Americans  in  the  year  2000  (Lowman  & 
Kirchner,  1979).  Applying  NCHS’s  new  age-specific  rates  of  severe  visual  impairment 
to  population  estimates  from  the  Census  Bureau  tells  a  different  story:  In  the  year  2000, 
there  probably  will  be  about  3  million  elderly  people  who  are  severely  visually  im¬ 
paired  (Lowman  &  Kirchner,  1979;  Nelson,  1987). 

Increased  life  expectancy,  with  the  sheer  increase  in  the  number  of  the  aging  population, 
has  already  had  tremendous  impact  on  the  aging  and  blindness  fields,  especially  in  regard 
to  the  frail  elderly— those  over  the  age  of  85  who  require  various  levels  of  training  and 
assistance  in  the  home.  One  of  the  most  important  issues  is  the  need  for  the  growth  of 
specialized  services  for  the  “new”  elderly  blind.  Rehabilitation  services  include  orienta¬ 
tion  and  mobility,  independent  living  skills,  counseling,  low  vision  services,  recreation,  and 
communication  skills.  Carroll  (1973)  believed  the  many-sided  tasks  of  rehabilitation  included 
four  main  phases:  “training  the  other  senses  to  take  over  the  role  of  sight;  training  in  skills 
and  the  use  of  devices;  restoring  psychological  security;  influencing  the  attitude  of  his  society 
to  him  [the  blind  person]  and  assisting  him  to  meet  the  prevailing  attitude”  (p.  98). 


ATTITUDES  TOWARD  BLINDNESS 

Carroll’s  writing  often  addressed  the  last  component  in  his  description  of  the  rehabilitation 
process— dealing  with  the  public  attitude,  which  included  that  of  professionals  working 
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in  the  field  of  blindness.  Carroll  argued  that  the  field  of  blindness  will  never  foster  a 
proper  public  understanding  of  the  blind  until  we,  as  professionals,  develop  an  under¬ 
standing  ourselves.  This  “dilemma”  is  furthered  by  “a  lot  of  ‘tongue-in-cheek’  people 
in  our  field,  who  say  things  about  ‘normalcy’  of  blind  people,  which  they  do  not 
themselves  believe”  (Carroll,  1954).  Consequently,  the  field  of  blindness  has  developed 
the  seemingly  schizophrenic  attitude  that  the  sighted  world  should  give  blind  and  visually 
impaired  people  special  treatment  and  at  the  same  time  treat  them  like  everybody  else. 

As  the  field  of  blindness  has  moved  more  toward  a  belief  in  professionalism  and  the 
emergence  of  university  training  programs  addressing  the  unique  needs  of  this  popula¬ 
tion,  professionals  trained  as  rehabilitation  teachers,  orientation  and  mobility  specialists, 
and  special  educators  have  greatly  improved  services  to  the  blind.  The  attitude  that  blind¬ 
ness  is  a  mere  inconvenience  has  diminished  considerably  throughout  the  professional 
community  and  the  blindness  system  in  general.  There  is  finally  an  awareness  of  many 
problems  that  blindness  creates  for  the  individual,  and  some  rehabilitation  training  pro¬ 
grams  are  now  addressing  the  problems  in  a  systematic  way.  The  severity  of  blindness, 
a  disability  that  involves  repetitive  multiple  trauma  resulting  in  multiple  handicaps,  is 
compounded  in  elderly  blind  people,  who  face  the  20  losses  described  by  Carroll  as 
well  as  many  other  losses  brought  on  by  the  aging  process  itself. 


LOSS  OF  EASE  OF  WRITTEN  COMMUNICATION 

Carroll  considers  the  eighth  loss,  the  loss  of  written  communication,  to  include  mainly 
the  loss  of  writing  and  reading  language  symbols.  The  impact  of  this  loss,  he  feels, 
is  most  painfully  felt  by  those  who  have  in  the  past  spent  a  considerable  amount  of  time 
reading  books.  No  less  deprived  are  those  individuals  dependent  on  magazines  and  jour¬ 
nals  for  recreational  pleasure  or  professional  growth.  For  many  people,  reading  is  such 
a  habit  that  the  newspaper  receives  an  equally  important  place  on  the  breakfast  table 
next  to  the  two  eggs  sunny  side  up.  For  some,  reading  the  Sunday  paper  sets  the  mood 
for  the  week  and  helps  them  identify  newsworthy  events  as  well  as  community  activities 
and  special  television  programs. 

The  loss  of  independence  in  looking  up  phone  numbers,  addresses,  and  recipes  creates 
even  greater  frustration.  Requesting  help  from  others  can  cause  deep  frustration,  for 
instance,  when  a  blind  person  can  no  longer  read  his  or  her  personal  mail— correspon¬ 
dence  or  even  bills— independently.  Privacy  and  decision  making  are  no  longer  a  right 
but  a  luxury  rarely,  if  ever,  enjoyed  by  the  newly  blinded  person. 

Considering  the  loss  of  access  to  printed-word  books,  magazines,  newspapers, 
telephone  and  address  books,  billboards,  and  personal  mail,  the  adventitiously  and  totally 
blind  person  who  is  elderly  is  perhaps  the  most  seriously  affected.  Besides  the  fact  that 
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the  aging  process  often  limits  the  individual’s  communication  channels  and  reduces  the 
ease  of  his  or  her  travel  outside  the  home,  he  or  she  must  also  deal  with  the  results 
of  vision  loss,  hearing  impairment,  and  other  medical  problems,  such  as  arthritis,  stroke, 
and  circulatory  problems.  The  satisfaction  gained  by  independently  selecting  reading 
matter,  such  as  books  and  letters  from  grandchildren,  may  take  on  a  greater  than  normal 
significance. 

Outside  the  home  too,  for  example,  the  elderly  visually  impaired  person  who  is  able 
to  attend  a  senior  center  is  not  able  to  read  weekly  or  monthly  calendars  of  events, 
announcements  about  activities,  flyers  about  new  social  services  and  eligibility  criteria, 
and  so  forth.  The  consequent  dependence  on  others  may  prevent  the  older  visually 
impaired  person  from  taking  advantage  of  important  opportunities  while  he  or  she  is 
waiting  for  someone  to  remember  to  read  to  him  or  her.  The  results  can  be  devastating. 
With  this  avenue  closed  because  of  loss  of  vision  or  total  blindness,  the  total  impact 
of  the  meaning  of  loneliness  and  isolation  becomes  staggering. 

The  delivery  of  mail,  for  all  of  us,  holds  with  it  a  certain  sense  of  importance  and 
excitement.  As  one  gets  older  and,  unfortunately,  sometimes  less  involved  with  life  out¬ 
side  the  home,  receiving  mail  can  often  mean  the  only  contact  with  the  outside  world. 
So-called  junk  mail,  viewed  by  most  as  a  nuisance,  gives  some  elderly  people  a  pur¬ 
pose  to  their  day  and  is  actually  looked  forward  to.  When  this  outside  link  with  one’s 
world  is  cut  off  because  of  visual  loss  and  blindness,  it  represents  to  many  elderly  peo¬ 
ple  just  one  more  loss  of  independence  and  feeling  of  connectedness.  Relying  on  others 
for  reading  not  only  places  the  elderly  in  a  position  of  need  and  dependency  but  robs 
them  of  control  over  their  own  time,  environment,  and  private  relationships.  The  time 
spent  waiting  for  others  to  help  with  the  mail  damages  self-esteem  and  can  also  prevent 
the  timely  payments  of  bills  as  well. 

In  addition  to  the  losses  in  reading  the  printed  page,  the  blind  individual  also  has 
trouble  writing  his  or  her  own  signature.  Making  matters  worse  is  that  writing  in  general 
may  have  become  increasingly  difficult  over  the  years.  Limited  vision  hampers  this 
activity  even  more.  As  Carroll  points  out,  the  inability  to  read  and  write  is  widely  equated 
with  ignorance  and  stupidity.  For  that  matter,  how  often  do  we  examine  the  handwriting 
of  an  elderly  person  as  a  indicator  of  his  or  her  physical  or  emotional  well-being?  The 
strength  of  the  lines  in  penmanship  are  frequently  used  as  diagnostic  evidence  concern¬ 
ing  the  intactness  of  the  individual  who  is  growing  old.  How  often  have  we  heard  someone 
say,  “Her  buttons  are  all  there  and  working— look  at  that  handwriting;  they  don’t  teach 
penmanship  like  that  anymore.” 

A  loss  of  pride  and  self-identity  often  occurs  after  one  has  lost  the  ability  to  sign  one’s 
name,  regardless  of  age.  Consider  the  frustration  of  an  individual  who  can  no  long  cash 
checks  independently  or  send  Christmas  cards,  jot  down  a  phone  number  or  write  grocery 
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lists.  These  activities,  which  are  so  much  a  part  of  the  routine  of  life,  now  become  ma¬ 
jor  projects  or  insurmountable  problems.  A  lessening  of  the  ability  to  communicate 
and  receive  communication  as  a  result  of  vision  loss  for  the  elderly  isolates  them  that 
much  further  from  life. 


LOSS  OF  EASE  OF  SPOKEN  COMMUNICATION 

The  ninth  loss  affects  not  only  listening  and  speaking  but  also  gestures,  postures,  man¬ 
nerisms,  pantomime,  and  facial  expression— all  the  unspoken  elements  of  “spoken  com¬ 
munication.”  The  loss  of  ease  of  spoken  communication  tends  to  cut  the  blind  person 
off  from  the  world  of  people  and  the  richness  of  all  those  aspects  of  personality  that 
are  nonverbal  and  visually  transmitted.  Frequently,  the  advent  of  blindness  in  the  elderly 
person  also  reveals  hearing  loss,  which  the  individual  had  compensated  for  by  reading 
lips.  Unable  to  read  lips,  one  finds  the  hearing  process  to  be  extra  demanding.  Not  be¬ 
ing  able  to  see  facial  expressions,  gestures,  and  the  position  of  the  speaker  frequently 
prevents  the  blind  person  from  understanding  fully  what  is  being  discussed. 

The  nuances  of  body  language  and  its  effects  on  communication  were  discussed  in 
Fast’s  (1970)  popular  book  on  Body  Language.  Fast  maintains  that  eye  management  plays 
an  important  role  in  our  society.  By  using  various  looks,  such  as  the  stare,  people  con¬ 
vey  messages  of  hatred,  awkwardness,  flirtation,  and  everything  in  between.  In  most 
cases,  the  eyeball  itself  shows  nothing;  the  emotional  impact  of  the  eye  occurs  because 
of  the  use  of  the  face  around  it  (Fast,  1970).  Stares  that  dehumanize,  awkward  eyes, 
bedroom  eyes,  and  appropriateness  of  looking  are  all  reflexive  reactions  society  teaches 
us  in  order  to  communicate  appropriately. 

Without  vision,  individuals  have  trouble  locating  the  source  of  a  voice  addressing  them 
or  have  trouble  knowing  just  when  to  enter  into  a  conversation.  These  difficulties  can 
seriously  inhibit  the  participation  of  an  older  visually  impaired  person  in  group  activities 
in  a  senior  center  and  result  in  negative  feedback  from  sighted  seniors  that  prevents  suc¬ 
cessful  integration.  The  “broadcast  voice”  or  louder-than-appropriate  voice  in  the  elderly 
person  is  often  considered  a  result  of  a  hearing  loss.  Although  this  may  be  true,  the  elder¬ 
ly  low  vision  person  may  also  feel  a  need  to  grab  at  the  silence  with  a  louder  than  normal 
voice  in  order  to  address  a  particular  person  whose  location  may  not  be  known.  And  then, 
God  forbid,  what  if  your  companion  leaves  the  room  without  telling  you,  and  you,  as  a  blind 
person,  end  up  speaking  into  space?  Imagine  how  an  elderly  blind  person  may  be  viewed 
by  others  as  he  or  she  carries  on  a  conversation  with  the  an  empty  chair.  Such  an 
embarrassment  certainly  does  not  encourage  one  to  socialize. 

Much  of  our  conversation  is  edited  and  tailored  according  to  the  reaction  we  receive 
from  others.  A  smile  or  nod  encourages  us  to  proceed;  an  averted  glance  or  too  long 
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a  stare,  as  in  disbelief,  assists  us  in  determining  how  we  are  perceived.  Because  visual 
feedback  is  unavailable  to  a  blind  person,  he  or  she  is  cut  off  from  valuable  social  skills 
and  comfort  levels  for  appropriate  communication.  The  mirror  of  one’s  image  reflected 
by  others  is  suddenly  no  longer  there.  For  elderly  blind  people,  the  loss  of  this  com¬ 
munication  channel  may  progress  gradually  over  a  period  of  years  and  finally  push  them 
into  worlds  of  their  own  in  which  they  are  alone,  safe  from  the  confusion  of  blurred 
sounds  and  jumbled  visual  signals.  “Deaf’  to  the  reactions  of  others,  the  individual’s 
spirit  flattens,  and  the  soul  of  the  elderly  person  becomes  buried  under  the  many  burdens 
of  living.  The  individual’s  life  shrinks,  and  he  or  she  becomes  withdrawn  and  isolated 
from  the  mainstream  of  community  life. 


LOSS  OF  INFORMATIONAL  PROGRESS 

Carroll  gives  the  tenth  loss  various  names:  loss  of  awareness  of  the  social  scene,  loss 
of  growth  in  information,  loss  of  ability  to  keep  up  with  the  times,  and  loss  of  contact 
with  the  present  day.  Although  the  last  two  decades  have  brought  an  explosion  of  infor¬ 
mation  throughout  the  world,  the  acquisition  of  these  data  remains  a  problem  for  blind 
persons.  The  sorting  and  scanning  of  information  is  no  longer  a  reasonable  option.  Trying 
to  keep  up  with  one’s  “intellectual  environment”  after  vision  loss  may  be  totally  unreal¬ 
istic.  The  amount  of  knowledge  we  all  gain  by  incidental  learning  through  observation 
is  suddenly  cut  off.  Progress  in  the  acquisition  of  information  depends,  in  part,  on  two 
things— reading  and  observation.  Although  television  and  radio  provide  one  with  enor¬ 
mous  amounts  of  news  and  views,  they  are  a  one  way  means  of  communication;  the 
broadcaster  dictates  what  the  audience  hears.  To  a  great  extent,  the  blind  person  loses 
control  of  the  information  he  or  she  needs  to  obtain  and  the  time  required  to  obtain 
it.  Dependency  on  others  again  becomes  the  practice  and  a  further  step  backward  from 
having  direct  access  to  the  world. 

Vision  loss  is  quickly  coupled  with  mobility  restrictions,  limiting  one’s  world  to  a 
small  geographic  area.  The  inability  to  enjoy  firsthand  experiences  and  direct  contact 
with  changes  in  customs,  styles  of  clothing,  and  the  changing  faces  of  grandchildren 
come  as  a  severe  loss  to  elderly  blind  people.  Generation  gaps  are  no  longer  viewed 
as  curious  and  informative  by  the  family  when  the  present-day  information  gaps  of  a 
grandmother’s  awareness  of  life  make  her  appear  stupid  and  senile.  Frequent  repeti¬ 
tions  of  memories  by  elderly  people  are  not  uncommon,  but  when  they  become  the 
major  topic  of  conversation  because  of  lack  of  present-day  involvement  with  the  world, 
listeners  react  negatively  and  impatiently.  Without  informational  progress  to  allow  for 
current  and  up-to-date  conversation,  the  elderly  blind  person  may  further  isolate  him¬ 
self  or  herself  from  the  world  and  find  comfort  in  regressing  to  the  past.  This  loss, 
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perhaps  more  than  any  other,  separates  the  individual  from  his  or  her  world  and  results 
in  loss  of  prestige,  motivation,  and  interest  in  the  affairs  around  him  or  her. 


RESTORATION  OF  EASE  OF  COMMUNICATION 

In  keeping  with  the  organization  of  Carroll’s  (1961)  book,  I  have  discussed  the  three 
losses  in  communication  (written,  spoken,  and  informational  progress)  with  emphasis 
on  the  elderly  blind  person.  As  mentioned  earlier,  the  vast  majority  of  this  population 
have  some  remaining  vision,  so  some  of  Carroll’s  losses  emphasizing  total  blindness 
may  not  seem  all  that  relevant.  But  we  must  always  remember  that  I  am  referring  to 
an  entirely  different  population— older  Americans— who  were  not  discussed  to  any  great 
degree  in  Carroll’s  book. 

The  elderly,  in  general,  have  come  to  accept  vision  loss  or  blindness  as  just  one  more 
physical  disability  with  which  to  cope.  They  are,  for  the  most  part,  individuals  suffer¬ 
ing  the  indignities  cast  on  them  by  the  aging  process  and  by  American  society,  which 
has  perceived  the  older  person  as  wasted,  used  up,  and  of  little  value.  The  inevitability 
of  growing  old  has  bred  the  assumption  that  falling  apart  both  mentally  and  physically 
is  as  natural  as  a  toddler’s  learning  to  walk.  Often,  taking  corrective  measures  for  hear¬ 
ing  and  vision  problems  never  occurs  to  elderly  persons  or  their  families  because  the 
image  of  grandma’s  not  seeing  or  hearing  too  well  is  as  acceptable  to  Americans  as 
apple  pie.  To  break  down  the  myth  that  the  aging  process  automatically  means  gradual 
and  inevitable  physical  deterioration  is  an  awesome  task  for  a  society  that  believes  “you 
can’t  teach  an  old  dog  new  tricks.”  Society  is  just  beginning  to  recognize  that  many 
years  of  activity  and  even  productivity  lie  ahead  for  millions  of  people  over  the  age  of  65. 

The  losses  experienced  as  a  result  of  the  aging  process  alone,  without  visual  disabilities, 
must  be  considered.  Isolation,  segregation,  paternalism,  economic  deprivation,  and  near 
starvation  are  some  of  the  common  experiences  to  which  older  citizens  are  subjected.  Heart 
attack,  stroke,  diabetes,  arthritis,  and  high  blood  pressure  are  only  a  few  of  the  many 
physical  aliments  experienced  by  individuals  in  their  “golden  years.”  In  fact,  66%  of  the 
visually  impaired  elderly  are  multiply  impaired  by  these  disabling  conditions  (Blake,  1984) . 
To  add  to  this  list  of  disabilities  that  of  vision  loss  is  to  add  new  meaning  to  the  term  multiply 
impaired.  So,  before  I  describe  some  restorative  actions  one  can  take  to  remediate  the  three 
losses  in  communication,  let  us  make  sure  we  understand  clearly  the  major  characteristics 
of  the  elderly  person  with  a  vision  loss,  an  individual  with  low  vision  and  more  than  like¬ 
ly  other  medical  problems— a  person  with  multiple  disabilities. 

Carroll  (1961)  describes  some  20  losses  experienced  by  the  elderly:  loss  of  tonus  and 
muscle  strength;  loss  of  taste  and  appetite  and  changes  in  metabolic  functioning  and 
malnutrition;  loss  of  height  and  teeth  (skeletal  loss);  loss  of  mobility;  loss  in  the  whole 
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sensorium  and  loss  of  equilibrium;  loss  of  contemporaries;  loss  of  one’s  accustomed 
world;  loss  of  interest  in  events  and  people;  loss  of  learning  speed  and  of  abstractive 
power;  loss  of  status;  loss  of  career;  loss  of  independence;  loss  of  financial  security; 
loss  of  love  (to  love  and  be  loved);  loss  of  hearing;  loss  of  touch;  loss  of  kinesthetic 
sense;  loss  of  time  perception;  loss  in  reaction  time;  and  loss  of  sense  of  smell. 

In  addition,  Carroll  (1972)  speaks  of  the  “centrifugal  force”  (p.  99)  of  a  world  that 
is  moving  so  fast  that  it  is  almost  spinning  elderly  people  off.  The  many  problems  expe¬ 
rienced  by  the  elderly  population  of  the  1950s  and  1960s  have,  to  a  great  degree,  become 
less  intense  with  the  emergence  of  “gray  power”  in  the  1970s  and  1980s.  Although  the 
influence  of  this  political  movement  is  just  being  realized,  the  future  holds  much  hope 
for  “us”  in  the  power  of  numbers  alone  if  nothing  else.  The  use  of  the  word  “us”  is 
very  purposeful  here,  for,  even  now,  the  minutes  tick  away  toward  our  not  too  distant 
role  as  elderly  citizens  and  consumer  groups  of  the  21st  century. 

So  when  we  speak  of  restoration  of  the  three  communication  losses  brought  on  by 
a  visual  disability,  let  us  remember  that,  although  elderly  blind  people  have  some 
remaining  vision,  their  abilities  to  use  other  senses  as  substitutes  may  not  always  be 
possible.  We  must  remember  also  that  some  of  the  suggestions  Carroll  made  may  have 
limited  success  when  trying  to  rehabilitate  this  population. 


RESTORATION  OF  WRITTEN  COMMUNICATION 

The  restoration  of  the  loss  of  writing  and  reading  of  language  symbols  immediately 
brings  to  mind  the  use  of  braille— a  system  of  writing  or  printing  in  which  combina¬ 
tions  of  raised  dots  representing  letters  and  numbers  are  felt  tactually  and  interpreted. 
There  are  three  levels  of  braille:  grade  one,  or  the  alphabet;  grade  two,  a  contracted 
vision  much  like  shorthand;  and  grade  three,  the  most  highly  contracted  form— usually 
personalized  and  used  for  note  taking.  Since  the  1950s,  much  information  regarding 
the  use  of  braille  has  been  made  available.  Its  greatest  benefit  is  that  one  can  be  taught 
to  read  and  write  the  braille  code  independently.  Its  greatest  limitations  are  slow  reading 
speed  and  inaccessibility  for  most  sighted  people. 

The  average  braille  reading  speed  is  approximately  half  that  of  the  visual  reader— 
somewhere  between  100  and  150  words  per  minute  in  braille.  The  average  listening  speed 
is  175  words  per  minute,  so  one  can  easily  see  the  advantages  records  and  tapes  give 
the  blind  person  over  braille.  In  addition,  most  books  in  braille  are  in  grade  two,  the 
contracted  system,  requiring  the  reader  to  have  a  high  level  of  skill. 

Recent  technology  has  begun  to  answer  some  of  the  problems  regarding  the  bulkiness 
of  braille  material,  especially  as  we  see  a  proliferation  of  paperless  braille  machines 
that  permit  the  blind  reader  or  writer  to  use  a  digital  cassette  for  transcribing  braille 
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as  well  as  reading  it.  But  these  “high  tech”  devices  and  the  braille  reading  system  itself 
have  limited  value  for  the  elderly  blind  person. 

For  the  small  number  of  blind  elderly  people,  the  thought  of  learning  braille  may 
be  psychologically  and  physically  impossible — especially  in  grade  two  for  leisure  reading 
purposes.  The  word  braille  itself  might  set  off  all  the  fears  about  blindness,  felt  and 
yet  to  be  felt.  So,  psychologically,  the  timing  of  its  introduction  must  be  carefully  planned. 
On  the  other  hand,  society  often  equates  blindness  with  the  braille  code,  a  perception 
that  raises  false  expectations  for  a  newly  blinded  person  who  might  think  the  use  of 
braille  provides  one  with  a  simple  substitution  for  reading  with  vision. 

Elderly  blind  people  bring  to  the  learning  of  braille  even  greater  problems.  Quite 
often,  individuals  with  small-muscle  limitations  have  trouble  with  tactile  discrimina¬ 
tion.  Neuropathy  resulting  from  diabetes  presents  similar  problems  for  many  visually 
impaired  elderly.  The  fatigue  factors  of  reading  braille  thermoform  copies  (a  plastic 
braille  sheet  used  for  duplicating  braille  materials)  just  adds  insult  to  injury.  In  fact, 
in  a  survey  of  138  blind  elderly  clients  regarding  their  use  of  braille  after  a  rehabilita¬ 
tion  training  program,  only  5  responded  positively. 

As  is  true  with  all  teaching,  if  the  braille  system  of  reading  and  writing  was  made 
more  relevant  and  suited  to  the  needs  of  elderly  blind  people,  its  use  would  be  more 
widely  spread.  One  problem  is  the  lack  of  adult  teaching  materials,  although  the 
American  Printing  House  for  the  Blind  (Glass,  1982)  is  developing  adult-oriented  braille 
training  practice  materials  (Caton,  Pester,  &  Bradley)  for  those  who  lose  sight  later 
in  life.  Nonetheless,  I  still  believe  that  to  expect  the  elderly  to  learn  grade  two  braille 
is  an  unrealistic  goal— grade  one,  yes,  perhaps  using  jumbo  dots  for  labeling,  note  tak¬ 
ing,  and  the  like.  Grade  two  for  leisure  reading— no. 

Unless  the  individual  is  hearing  impaired,  listening  is  one  of  the  elderly  person’s  ma¬ 
jor  channels  for  communication  with  the  world.  If  listening  speed  is  too  slow  at  175 
words  per  minute,  it  can  be  speeded  up  on  tape  machines  with  no  additional  devices, 
assuming  that  the  individual  has  a  love  for  Donald  Duck.  Additionally,  there  are 
compressed-speech  devices  allowing  for  rapid  presentation  without  the  sound  of  Disney 
characters.  Even  so,  most  elderly  blind  and  low  vision  people  enjoy  listening  at  the 
regular  speed  of  presentation  (175  wpm),  be  it  on  records,  Talking  Books,  cassettes, 
television,  or  radio. 

The  use  of  a  reader,  a  human  substitute  who  reads  and  writes  for  a  blind  or  low  vision 
person,  is  another  resource  for  the  elderly  person.  Some  elderly  people,  however,  find 
readers  who  are  not  friends  or  family  members  to  be  invading  their  privacy.  Some  are 
feared  as  possible  thieves.  On  the  other  hand,  relying  on  a  family  member,  particularly 
an  adult  child,  can  be  psychologically  burdensome  for  many  visually  impaired  persons, 
who  might  prefer  a  nonfamily  member.  For  many  people,  the  reader  takes  on  a  dual 
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role  of  companion  and  reader.  In  any  event,  using  a  reader  gives  elderly  people  a  sense 
of  control  over  their  environment  and  offers  them  a  tool  for  communicating  with  the 
world.  One  of  the  hazards  of  listening  to  the  same  voice  for  long  periods  of  time  is 
the  monotony  it  creates,  which  can  lull  the  listener  to  sleep. 

Talking  Books  and  cassette  players  can  also  induce  sleep,  but  the  mechanical  aspects 
of  these  reading  devices  make  them  far  less  of  a  threat  or  an  embarrassment.  Whenever 
providing  cassette  players  to  elderly  persons,  one  should  consider  the  size  of  the  but¬ 
tons,  the  ease  of  manipulation,  and  the  color  contrast  critical  to  a  person  with  low  vision. 
The  simpler  the  device,  the  greater  success  for  its  use.  Nowadays,  tape  cassette  letters 
are  a  common  form  of  correspondence  not  dependent  on  the  typewriter  and  easily 
transported  through  the  mail. 

The  issues  of  costs  for  services  and  materials  must  be  addressed  at  this  point,  especially 
when  discussing  elderly  persons.  Perhaps  as  a  reflection  of  society’s  view  of  the  older 
visually  impaired  person  as  useless,  limited  funding  is  available  for  rehabilitation  costs 
for  those  individuals  who  have  independent  living  rather  than  vocational  rehabilitation 
as  their  goal.  The  recent  creation  of  Title  VII,  Part  C,  of  the  Rehabilitation  Act  provides 
some  hope  for  the  establishment  of  community-based  independent-living  services  for 
the  visually  impaired  elderly. 

However,  the  payment  for  reader  service  and  various  other  tools  and  devices  for  reading 
and  writing  may  create  major  problems  for  agencies  serving  this  population.  A  depen¬ 
dency  on  services  from  volunteers,  friendly  neighbors,  or  family  members  often  sets 
up  situations  doomed  to  failure  and  creates  more  disappointment  for  this  population. 
Until  such  hinds  are  available,  the  usefulness  of  certain  devices  and  training  activities  may 
never  be  truly  understood.  Was  typing  seen  as  a  useless  skill  by  the  elderly  blind  client, 
or  was  the  lack  of  a  typewriter  in  the  home  the  reason  for  its  nonuse? 

The  teaching  of  typing,  like  grade  two  braille,  has  been  met  with  limited  success  among 
the  elderly.  Some  individuals  lack  the  finger  strength  required  to  type  on  a  manual 
typewriter,  and  others  get  frustrated  by  the  light  touch  of  an  electric  machine  that  leads 
to  innumerable  errors.  Unless  this  skill  was  previously  learned  and  a  typewriter  is  already 
in  the  home,  its  usefulness  is  limited  because  of  the  difficulty  of  learning  the  skill  and 
the  cost  of  the  typewriter  itself. 

Handwriting  is  the  one  area  of  communication  that  can,  with  some  practice,  be  easily 
restored.  It  is  rare  to  find  an  elderly  blind  or  low  vision  person  who  is  not  motivated 
to  relearn  to  handwrite  or  to  sign  his  or  her  name.  Signature  guides  are  available  for 
blind  individuals  along  with  personalized  stenciled  checks.  Some  banks  offer  executive 
raised-line  checks.  For  the  low  vision  person,  black  felt-tip  pens,  writing  guides,  and 
bold-line  paper  are  important  aids.  Gooseneck  lamps  with  variable  lighting  levels  and 
sensitivity  to  good  color  contrast  are  very  helpful.  With  the  increased  emphasis  since 
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the  1960s  on  use  of  remaining  vision,  tips  on  making  the  environment  a  visually  helpful 
and  less  dangerous  place  to  live  in  have  become  an  increasingly  important  part  of  the 
rehabilitation  program. 

If  some  useful  sight  remains,  a  low  vision  examination  and  follow-up  is  mandatory. 
Special  low  vision  services  can  assist  the  elderly  person  in  the  use  of  optical  and  non- 
optical  devices,  making  his  or  her  life  that  much  more  productive  and  pleasurable.  The 
fact  that  grandmother  is  old  and  naturally  does  not  see  well  should  no  longer  be  an 
acceptable  concept. 

Using  file  cards  for  phone  numbers  and  other  homemade  approaches  are  always  the 
preferred  means  of  adaptation.  This  method  not  only  is  economically  more  realistic 
but  tends  to  individualize  the  restorative  process  and,  therefore,  involve  the  elderly 
person  more  in  decision  making.  It  should  be  emphasized  that  in  the  restoring  of  ease 
of  communication  no  one  device  or  method  should  be  viewed  as  an  end  in  itself.  A 
combination  of  approaches  and  devices  should  be  presented,  with  the  major  emphasis 
on  the  needs  and  suggestions  expressed  by  the  elderly  blind  or  low  vision  person. 


SPOKEN  COMMUNICATION 

The  restoration  of  spoken  communication  is  not  as  simple  as  teaching  new  communica¬ 
tion  skills  and  devices.  It  is  less  obvious  and  deals  more  with  the  reactions  of  others 
than  those  of  the  blind  or  low  vision  individual. 

The  acceptance  of  one’s  disability,  at  this  point,  is  a  prerequisite  to  all  that  follows. 
Acceptance  means  the  individual  must  acknowledge  the  severity  of  vision  loss  and  refuse 
to  dismiss  it  as  just  another  aspect  of  aging.  Then  he  or  she  will  be  able  to  deal  realistically 
with  society’s  attitudes. 

Acceptance  of  blindness  does  not  mean  liking  the  situation.  Rather,  it  means  developing 
an  awareness  of  the  multiple  nature  of  the  disability  so  that  one  can  move  forward  and 
reorganize  one’s  life  in  order  to  overcome  the  difficulties.  Once  this  is  accomplished, 
many  difficulties  of  spoken  communication  can  be  solved  by  dealing  frankly  with  the 
public.  If  questions  arise  as  to  the  location  of  a  speaker  or  whether  one  is  being  spoken 
to  directly,  one  can  simply  ask  for  this  information  and  thereby  spare  everyone’s 
embarrassment  while  imparting  a  bit  of  public  education  in  the  process. 

Greatly  as  a  result  of  the  work  of  Carroll  and  the  staff  at  St.  Paul’s  Rehabilitation 
Center,  the  concept  of  teaching  sensory  development  to  adventitiously  blind  persons 
was  born.  It  consisted  of  “a  course  designed  to  help  students  explore  the  potential  of 
their  remaining  senses  and  to  couple  this  information  with  past  experiences  and  visual 
memory  in  order  that  they  may  cope  more  effectively  with  their  daily  lives”  (Paskin, 
1977,  p.  xxi).  Skills  such  as  shaking  hands,  maintaining  eye  contact  when  speaking, 
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and  turning  toward  a  sound  source  were  systematically  taught  and  practiced  with  the 
purpose  of  training  the  individual  for  normal  intercourse  and  of  helping  him  or  her 
learn  from  the  environment.  This  approach  is  in  use  at  one  of  the  very  few  rehabili¬ 
tation  programs  in  the  United  States  serving  only  the  elderly  blind  and  low  vision 
population— VISIONS,  the  Center  for  Independent  Living,  in  New  York  City. 

Visualization  gives  the  blind  person  the  habit  of  making  up  a  mental  picture  of  the 
surroundings  in  which  a  social  situation  is  taking  place.  The  practice  relies  heavily  on 
visual  memory.  To  retain  memories  of  surroundings,  posture,  and  facial  expressions 
may  not  be  seen  to  be  such  a  difficult  task  for  elderly  persons  because  their  visual  loss 
occurred  late  in  life  and  many  reactions  and  facial  expressions  have  become  merely 
a  reflection  of  their  personality.  If  a  person  had  an  animated  personality  before,  proper 
training  will  revive  it.  It  is  important  not  to  attempt  to  urge  someone  to  become  other 
than  what  he  or  she  was  before.  To  do  so  is  an  invasion  of  a  person’s  own  being  and 
can  only  create  anger  and  frustration. 

Blindisms  among  elderly  people  are  not  as  severe  a  problem  as  they  are  among  the 
younger  population.  With  the  exception  of  the  shuffling  posture  so  often  associated  with 
the  elderly  blind,  many  mannerisms  are  a  result  more  of  age  than  of  loss  of  vision. 
The  “broadcast  voice”  is  a  function  of  aging  and  hearing  loss  as  well  as  the  loss  of 
vision;  it  can  be  corrected  by  training  the  individual  in  listening  and  visualization.  Guess¬ 
ing  games  of  the  “who  am  I”  variety  are  not  so  much  a  problem  for  the  elderly  person 
as  are  the  mistaken  notions  of  some  rehabilitation  teachers  that  Mrs.  Clark,  for  exam¬ 
ple,  would  respond  better  on  a  first-name  basis. 

Sensitivity  to  differences  in  social  graces  and  cultural  backgrounds  of  elderly  indi¬ 
viduals  can  often  determine  the  success  or  failure  of  a  training  activity.  Differences 
in  reactions  to  touching,  social  distance,  and  the  like  are  critical  pieces  of  information 
the  counselor  must  have  before  he  or  she  proceeds  in  the  teaching  of  braille  or  hand¬ 
shaking.  The  “bridge  of  touch”  can  be  an  important  communication  tool  and  is  empha¬ 
sized  in  work  with  the  frail  elderly.  If  overused,  however,  it  can  be  perceived  as 
“mothering.” 

The  family  of  the  blind  person  needs  to  be  given  information  about  the  individual’s 
needs  regarding  spoken  communication.  Family  seminars  to  provide  this  information 
are  very  worthwhile  and  can  open  up  channels  of  communication  that  are  beneficial 
to  all.  Too  often,  however,  the  family  wash  their  hands  of  the  blind  person  out  of  fear, 
discomfort,  guilt,  or  worry  over  the  burdens  imposed.  In  some  cases,  the  family  assign 
this  responsibility  to  one  member. 

Creating  community-based  service  delivery  models  is  one  way  to  ease  the  communica¬ 
tion  problems  and  to  gain  an  understanding  of  the  variables  that  affect  the  elderly  blind 
or  low  vision  person.  Removing  an  elderly  person  from  his  or  her  environment  can 
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create  anxiety  that  inhibits  learning  and  adapting.  It  also  requires  the  transference  of 
skills  that  simply  may  not  be  practical.  The  passage  of  Title  VII,  Part  C,  in  1986  created 
greater  opportunities  for  newly  visually  impaired  elderly  to  be  trained  in  their  own  homes 
and  neighborhoods,  where  they  wish  to  learn  to  function  independently.  Professionals 
in  the  field  are  also  learning  to  begin  the  rehabilitation  process  at  the  point  identified 
by  the  visually  impaired  person  as  the  critical  point  of  entry. 


INFORMATIONAL  PROGRESS 

The  rehabilitation  program  provides  the  means  for  regaining  informational  progress  through 
sensory  and  mobility  training  and  exercises  for  developing  written  and  spoken  communica¬ 
tion.  The  effects  of  the  loss  on  the  elderly  blind  and  low  vision  person  will  vary  tremendously. 
The  lack  of  information  is  really  not  the  issue.  What  is  lacking  is  the  ability  to  manipulate 
the  vast  amount  of  available  information  and  the  many  choices  one  has  for  presentation. 

Choices  of  informational  presentation  grow  rapidly  in  number  as  technology  becomes 
more  and  more  sophisticated.  Large-print  newspapers  that  are  available  only  on  weekends 
can  now  be  heard  daily  on  radios  tuned  to  radio  information  services  for  the  blind. 
Speakers  and  receivers  needed  to  pick  up  radio  information  services  are  available  free 
of  charge  to  blind  and  visually  impaired  people. 

If  one  is  so  inclined,  direct  private  access  to  the  printed  page  can  be  gained  using 
the  Optacon,  a  hand-held  device  that  converts  printed  information  into  a  tactile  image 
that  can  be  read  by  the  index  finger.  Although  painfully  slow,  the  Optacon  prevents 
to  some  degree  that  loss  of  privacy  the  blind  person  feels  when  someone  else  must  read 
his  or  her  correspondence.  As  Carroll  often  hoped  would  happen,  devices  such  as  talk¬ 
ing  clocks  and  scales  and  the  Kurzweil  Reading  Machine  and  Personal  Reader  have 
been  developed  to  offer  the  blind  person  more  privacy  and  independence. 

Talking  reading  devices  and  closed-circuit  television  screens  for  large  print  can  seem 
to  be  panaceas  for  blind  people,  but  the  realities  of  cost  and  actual  real  usefulness  and 
adaptability  for  the  elderly  population  remain  dubious.  The  most  promising  develop¬ 
ment  for  all  visually  disabled  people,  however,  is  the  possible  use  of  cable  television 
or  radio  reading  services  as  a  means  to  have  newspapers  and  the  like  read.  Expanding 
and  broadening  the  use  of  existing  everyday  technology  for  all  people,  including  blind 
people,  has  always  been  the  most  productive  avenue  to  take. 


CONCLUSION 

Restoration  of  any  loss  resulting  from  visual  impairment  requires  individual  motiva¬ 
tion  on  the  part  of  both  the  student  and  the  professional.  Motivation  in  the  elderly  blind 
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and  low  vision  person  and  their  professionals  may  be  the  greatest  obstacles  of  all.  Car- 
roll  (1972)  is  still  correct  in  his  request  for  “a  little  more  ‘engagement’  ”  (p.  103)  by 
elderly  people  themselves. 

Historically,  there  has  been  very  little  interest  in  the  problems  of  vision  and  aging, 
because  we  have  tended  to  think  of  old  age  as  the  end.  Although  this  perception  is  chang¬ 
ing  gradually,  society  is  still  struggling  to  define  what  a  successful  old  person  is.  As 
Dickman  (1983)  said,  if  you  ask,  “What  do  you  want  to  be  when  you  grow  old?  That’s 
a  meaningless  question”  (p.  84).  Mass  longevity  has  crept  up  on  us,  and  the  needs  of 
this  growing  population  are  here. 

Along  with  a  systematic  analysis  of  the  losses  to  the  individual  created  by  the  aging 
and  vision  loss  process,  we  need  to  consider  a  variety  of  service  delivery  models  for 
the  restoration  of  those  losses  as  well.  Although  the  residential-center-based  approach 
worked  best  for  Carroll,  elderly  people  themselves  and  the  federal  funding  structure 
may  not  make  this  option  either  realistic  or  possible.  The  best  of  all  possible  worlds 
would  provide  for  a  central  regional  residential  facility  with  branch  offices  and  com¬ 
munity  outreach. 

Regardless,  as  the  elderly  blind  population  continues  to  grow  and  diversify,  we  need 
to  rethink  the  restorative  approach  as  it  relates  to  subgroups  within  that  group.  For  ex¬ 
ample,  for  the  newly  visually  impaired  “young  old,”  those  between  55  and  74,  we  need 
a  system  that  gives  equal  priority  to  vocational  rehabilitation  that  will  enable  them  to 
remain  in  the  workforce.  Carroll’s  analytical  model  will  serve  us  well  for  that  purpose. 

For  a  majority  of  newly  visually  impaired,  increased  funds  allocated  to  Title  VII, 
Part  C,  would  allow  for  more  community-based  independent  living  skills  training  at 
home  and  in  the  older  person’s  own  neighborhood  in  all  states,  not  just  the  half  that 
exists  at  the  present  time. 

However,  the  restoration  process  for  the  older  visually  impaired  person  cannot  be 
solely  the  responsibility  of  the  blindness  field.  The  aging  and  blindness  fields  must  work 
together  on  behalf  of  this  special  population  to  create  opportunities  for  access  to  senior 
citizens  programs  essential  to  the  psychological  adjustment  to  vision  loss.  Only  through 
collaborative  planning  between  the  two  service  delivery  systems  can  innovative  model 
programs  be  designed  and  implemented  for  the  visually  impaired  elderly  population. 

Access  to  community  resources  such  as  the  senior  citizen  nutrition  site  and  the 
multipurpose  senior  citizen  center  provides  opportunities  for  socialization  and  mean¬ 
ingful  self  expression.  In  addition,  they  can  provide  a  midday  hot  meal,  which  is  par¬ 
ticularly  helpful  while  the  visually  impaired  person  is  still  learning  to  cook  food  safely. 
Centers  also  provide  access  to  social  services  when  needed,  such  as  telephone 
reassurance,  friendly  visiting,  escort  service,  light  housekeeping  and  core  services,  door- 
to-door  transportation  and  home  care,  and  possibly  even  a  volunteer  reader  at  the  center. 
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Peer  support  and  mutual  aid  groups  held  at  a  local  center  can  be  a  vital  lifeline  for 
the  older  visually  impaired  person  struggling  to  come  to  terms  with  his  or  her  new  set 
of  limiting  circumstances.  Involvement  in  activities  and  discussions  held  at  a  senior 
center  can  be  an  effective  means  to  an  important  end — successful  reentry  and  integra¬ 
tion  into  a  senior  citizen  program  and  community  life.  For  those  extremely  frail  older 
persons  who  are  visually  impaired  or  multiply  impaired  by  other  disabling  conditions, 
participation  in  adult  day  care  can  serve  as  a  vital  resource  and  as  a  form  of  respite 
care  for  the  adult  children  and  spouses  serving  as  family  caregivers. 

In  1971,  Robert  J.  Smithdas,  who  is  deaf-blind,  told  of  his  first  meeting  with  Carroll. 
“Father,”  Smithdas  said,  “it’s  hard  to  read  your  lips  because  you’re  too  tall  and  I  have 
to  stretch.”  “That’s  how  I’m  made,”  Carroll  answered  chuckling,  “maybe  you  should 
grow  up  a  little  more”  (Catholic  Guild  for  the  Blind,  1971). 

Carroll  has  made  us  all  grow  up  and  stretch.  He  has  demanded  of  the  blindness  field 
to  meet  head  on  the  meaning  of  blindness  and  our  roles  as  professionals  in  that  field. 
He  has  taught  us  that  the  rehabilitation  process  is  “weaning  without  the  withdrawal 
of  love.  ”  He  has  demanded  of  the  blind  person  that  he  or  she  face  the  multiple  prob¬ 
lems  associated  with  blindness  and  deal  with  their  impact— on  himself  or  herself  and, 
no  less  important,  on  society.  He  has  not  permitted  any  of  us,  professionals  or  con¬ 
sumers,  to  sit  on  the  fence  about  the  severity  of  vision  loss.  He  asks  us  to  deal  with 
restoration.  Many  of  his  beliefs,  originally  seen  as  controversial,  have  come  to  be  viewed 
today  as  common,  acceptable  approaches  and  educational  methods  of  training  and 
teaching  the  blind. 

I  sincerely  hope  that  the  essays  appearing  in  this  festschrift  will  help  us  take  a  fresh 
look  at  problems  and  dare  to  ask  questions.  It  is  with  this  spirit  that  Father  Carroll  wrote 
his  book,  and  I  am  honored  and  grateful  to  have  been  asked  to  contribute  to  this  discus¬ 
sion  of  it. 


References 

American  Printing  House  for  the  Blind.  (1988).  Annual  report.  Louisville,  KY:  Author. 

Blake,  R.  (1984).  What  disables  American  elderly.  Generations,  7(4),  6-9. 

Carroll,  TJ.  (1954).  Developing  public  understanding  about  the  blind.  Paper  presented  at  the 
meeting  of  the  American  Association  of  Workers  for  the  Blind,  Houston,  TX. 

Carroll,  T.J.  (1961).  Blindness:  What  it  is,  what  it  does,  and  how  to  live  with  it.  Boston:  Little,  Brown. 

Carroll,  T.J.  (1972).  A  look  at  aging.  New  Outlook  for  the  Blind,  66,  97-103,  118. 

Catholic  Guild  for  the  Blind.  (1971).  Listen,  25(1). 

Caton,  H.,  Pester,  E.,  &  Bradley,  E.J.  (under  development).  Read  again:  A  braille  program 
for  adventitiously  blinded  print  readers.  Louisville,  KY:  American  Printing  House  for  the 
Blind. 

Dickman,  I.R.  (1983).  Making  life  more  livable.  New  York:  American  Foundation  for  the  Blind. 

Fast,  J.  (1970).  Body  language.  New  York:  M.  Evans. 

Glass,  R.  (1982).  Material  needs  meeting  in  rehabilitation  of  the  blind.  Louisville,  KY:  American 
Printing  House  for  the  Blind. 


132  Essays  on  Blindness  Rehabilitation 


Kirchner,  C. ,  &  Peterson,  R.  (1979).  Data  on  visual  disability  from  NCHS,  1977.  Journal  of  Visual 
Impairment  &  Blindness,  73,  373-379. 

Lowman,  C.,  &  Kirchner,  C.  (1979).  Elderly  blind  and  visually  impaired  persons:  Projected 
numbers  in  the  year  2000.  Journal  of  Visual  Impairment  &  Blindness,  73,  69-73. 

National  Center  for  Health  Statistics.  (1985) .  The  national  health  interview  survey  design,  1973-84, 
and  procedures,  1975-83.  Washington,  DC  :  Author. 

National  Society  to  Prevent  Blindness.  (1980).  Vision  problems  in  the  U.S.:  Data  analysis- 
definitions,  data  sources,  detailed  data  tables,  analysis,  interpretation.  New  York:  Author. 

Nelson,  K.  A.  (1987).  Visual  impairment  among  elderly  Americans:  Statistics  in  transition.  Journal 
of  Visual  Impairment  &  Blindness,  81,  331-334. 

Paskin,  N.  (1977).  Sensory  development.  Instructional  kit/instructors  manual  of  the  New  York  In¬ 
firmary.  New  York:  Center  for  Independent  Living. 

Peterson,  R. ,  &  Kirchner,  C.  (1980).  Prevalence  of  blindness  and  visual  impairment  among  in¬ 
stitutional  residents.  Journal  of  Visual  Impairment  &  Blindness,  74,  323-326. 


ADVOCACY:  RIGHTS  AND 
RESPONSIBILITIES 

Glenn  Plunkett 

THE  GENESIS  OF  THIS  DISCUSSION  of  advocacy  lies  in  the  preface  to  Father 
Carroll’s  (1961)  book,  Blindness :  What  It  Is,  What  It  Does,  and  How  to  Live  with 
It ,  in  which  Jacob  Levine  (1961)  describes  the  book  “as  a  practical  guide  for  the 
blinded — and  for  those  who  mean  to  help  them. . . .  Despite  his  handicap,  the  blinded 
individual  can  do  no  less  than  the  sighted  person,  trying  to  live  successfully  as  an 
independent  and  socially  responsible  person.  The  present  book  provides  any  person 
who  possesses  such  ambition  with  the  methods  and  tools  necessary  to  achieve  this 
goal”  (p.  vii). 

Advocacy,  then,  is  a  direct  extension  of  Carroll’s  book  and  philosophy.  In  fact, 
Carroll  was  a  premier  advocate  for  blind  people  and  others.  Two  sections  in  the 
latter  part  of  his  book  (Carroll,  1961)  refer  to  specific  aspects  of  advocacy— ’’The 
Work  of  Agencies,  Now  and  in  the  Future”  and  “Those  Who  Work  for  the  Blind.” 
Carroll  also  expressed  his  philosophy  on  advocacy  in  speeches  to  conventions  of  the 
Blinded  Veterans  Association,  which  he  served  as  national  chaplain.  Included  later 
in  this  discussion  are  excerpts  from  one  such  speech  given  in  1946. 


THE  MANY  FORMS  OF  ADVOCACY 

Defined  in  simplistic  terms,  advocacy  is  any  attempt  to  influence  the  actions  of  others, 
for  good  or  bad.  That  broad  definition  includes  informal  and  formal  advocacy  and, 
within  them,  personal  and  impersonal  advocacy. 

Informal  advocacy  is  carried  out  daily  by  individuals  and  groups  without  specific 
design  or  intent.  The  blind  individual  carries  out  this  form  of  advocacy  most  suc¬ 
cessfully  through  everyday  pursuits  such  as  the  completion  of  educational  programs, 
accomplishments  on  the  job,  the  assistance  given  others  adjusting  to  blindness,  the 
parenting  of  a  blind  child  so  that  he  or  she  participates  fully  in  family  life,  and  the 
management  of  a  family  in  which  the  children  do  not  feel  in  any  way  diminished  because 
the  parent  is  blind.  Such  advocacy  has  the  most  telling  effect  on  those  who  are  not 
blind  and  creates  an  acceptance  and  ease  of  association  in  the  community  and  the 
workplace. 

Koestler  (1976)  summed  up  the  situation  aptly  in  The  Unseen  Minority: 
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As  it  was  a  hundred  years  ago,  a  thousand  years  ago,  five  thousand  years  ago, 
the  key  that  will  unlock  the  final  gate  to  freedom  for  blind  people  lies  not 
within  their  own  grasp  but  in  the  hands  of  the  rest  of  society. 

The  twentieth  century  has  seen  giant  strides  toward  integration  in  education,  in 
the  economic  sphere,  in  the  social  and  communal  aspects  of  life.  Yet  pockets  of 
prejudice  linger.  The  frontal  attack— exhorting  the  public  to  abandon  its  fears 
and  misconceptions— has  thus  far  made  little  headway.  Far  more  has  been  ac¬ 
complished  by  subtler,  if  slower,  forms  of  persuasion:  by  the  ever  more  com¬ 
mon  spectacle  of  blind  people  matter-of-factly  going  to  school  or  working  at  jobs, 
traveling  unescorted  on  the  streets  and  public  conveyances,  maintaining 
households,  participating  with  neighbors  in  social  and  recreational  pursuits, 
fulfilling  their  roles  as  citizens  in  communal  and  political  movements,  (p.  501) 

Experience  has  taught  me  that  those  who  are  blind  conduct  personal  advocacy  in  both 
informal  and  formal  ways.  I  had  never  met  a  blind  person  socially  or  in  the  workplace 
until  the  late  1960s.  Blind  people  did  not  attend  the  schools  I  attended,  were  not  in  the 
military  when  I  was  in  the  military,  did  not  work  in  the  offices  where  I  worked,  and 
did  not  attend  social  functions  that  I  attended.  I  was  not  exposed  to  advocacy  by  or  for 
blind  people.  There  must  have  been  blind  people  in  the  communities  where  I  lived, 
but  I  did  not  see  them  either  because  I  was  blind  or  there  was  not  much  community 
participation  by  those  who  were  blind. 

When  I  moved  to  Baltimore,  Maryland,  to  work  in  the  central  offices  of  the  Social 
Security  Administration  (SSA),  I  saw  several  blind  people  in  the  hallways  with  dog  guides. 
I  began  to  wonder  what  jobs  blind  people  held  and  how  they  managed  the  work.  I  found 
that  we  had  a  blind  computer  programmer  and  another  blind  person  working  in  a  related 
field.  Those  individuals  did  not  seek  attention  or  make  a  show.  Rather,  they  went  about 
doing  a  good  job  and  convinced  the  administration  that,  with  technological  assistance, 
they  could  perform  as  well  as  sighted  persons. 

The  administration  was  not  convinced  overnight;  the  process  required  concerted  infor¬ 
mal  and  formal  advocacy  before  more  meaningful  jobs  and  positions  were  filled  by  blind 
persons.  Now,  SSA  has  hired  blind  individuals  to  fill  its  public  contact  positions  (claims 
representatives).  Claims  representatives  must  have  extensive  knowledge  of  the  Social 
Security  Act  and  of  the  applications  of  its  regulations  and  procedures  to  specific  cases. 

Today,  blind  people  hold  similar  positions  in  other  government  agencies.  They  ad¬ 
vocate  by  doing  a  good  job,  thereby  saying  to  the  public,  “See,  I  am  a  normal  human 
being  with  the  same  desires,  aspirations,  and  abilities  as  you;  I  just  have  to  work  a  little 
harder  to  overcome  the  handicapping  condition  of  sight  loss!” 

Nevertheless,  many  people  are  unsure  how  to  react  when  first  meeting  and  associating 
with  a  blind  person.  If  you  have  a  problem  along  this  line,  read  Carroll’s  (1961)  book 
and  The  War  Blind  in  American  Social  Structure  by  Gowan  (1957). 
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Helen  Keller  is,  perhaps,  the  best  known  formal  and  informal  advocate  for  blind, 
visually  impaired,  deaf,  and  deaf-blind  people.  In  fact,  her  life  engendered  interna¬ 
tional  understanding  of  the  needs  of  all  disabled  people.  By  virtue  of  her  daily  living, 
she  was  a  superb  role  model.  “A  person  who  is  severely  impaired  never  knows  his  hidden 
sources  of  strength  until  he  is  treated  like  a  normal  human  being  and  encouraged  to 
shape  his  own  life”  (Keller,  1955,  p.  170),  she  wrote.  Indeed,  her  constant  meetings, 
travel,  and  work  to  establish  new  programs  and  legislation  represented  formal  advocacy 
on  an  individual  basis  that  is  rarely  achieved. 

Formal  advocacy  occurs  whenever  plans  are  developed  and  a  campaign  is  designed 
and  implemented  to  gain  a  specific  goal  or  to  further  a  cause.  Such  advocacy  can  be 
conducted  on  the  local,  regional,  national,  or  international  level.  Formal  advocacy  can 
be  personal  (self-advocacy),  a  group  effort,  or  impersonal. 

Formal  self-advocacy  may  be  conducted  to  improve  employment  and  education  or 
to  fight  against  architectural  barriers,  unsafe  conditions,  or  discrimination.  Self-advocacy 
by  blind  people  is  no  different  from  advocacy  for  other  groups  and  individuals  unless 
the  problem  at  hand  is  peculiar  to  blindness.  Individuals  with  disabilities  become  self¬ 
advocates  to  advance  self-interest  and  sometimes  join  others  with  disabilities  to  advance 
a  cause  from  which  they  all  may  benefit.  Much  legislative  advocacy  Ms  into  that  category. 

A  good  example  of  effective  self-advocacy  is  contained  in  a  report  published  by  the 
Toledo  (Ohio)  Society  for  the  Handicapped,  which  argues  that  to  “change  the  system, 
one  has  to  go  to  the  right  places,  see  the  right  people,  show  how  the  system  needs  to 
be  changed,  and  create  an  atmosphere  that  will  make  others  want  to  change  the  system 
or  help  to  change  it”  (Beattie,  1981). 

On  the  other  hand,  formal  advocacy  is  quite  often  carried  out  through  the  judicial  system 
in  suits  regarding  rights  of  the  disabled,  right  to  life,  legal  clarification,  and  law  enforce¬ 
ment.  For  example,  much  of  the  climate  for  change  in  the  social  security  disability  pro¬ 
gram  results  from  court  suits  and  decisions  on  programs  administered  by  SSA. 

Dickman  (1972)  asserts  that  “national  organizations  and  their  local  affiliates,  in  conjunc¬ 
tion  with  local,  public  and  private  agencies,  can  help  older  persons ...  by  serving  as  their 
advocates. . . .  The  members  of  these  organizations  ‘can  work,’  ‘can  influence,’  and  ‘this 
advocacy  role  can  mesh  with  other  special  concerns  of  an  organization’  ”  (p.  8) .  Dickman 
stresses  the  need  to  involve  older  blind  people  as  their  own  advocates.  He  states  that  coali¬ 
tions  can  be  strengthened  by  including  consumers  who,  by  speaking  for  themselves,  im¬ 
prove  programs  and  themselves. 

Self-advocacy  can  be  informal  and  formal,  but  it  cannot  be  impersonal.  One  can  carry 
out  self-advocacy  on  one’s  behalf  because  of  conditions  that  affect  one  directly  or  in¬ 
directly.  It  can  also  be  done  by  families  and  friends  of  those  who  are  blind  because 
they  have  a  self-interest  in  the  life  of  the  blind  individual. 
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There  is  also  the  impersonal  advocate  and  impersonal  advocacy.  The  impersonal  ad¬ 
vocate  works  either  for  pay  or  as  a  volunteer.  He  or  she  is  not  personally  challenged 
by  the  condition  at  hand.  The  person  may  be  working  solely  to  make  a  living  but  may 
also  combine  that  need  with  a  desire  “to  do  good”  (does  this  then  become  personal 
advocacy?).  The  volunteer  generally  uses  the  cause  to  do  good  or  as  a  stepping-stone 
to  move  into  a  paid  position,  and  possibly  both.  Some  people  enter  advocacy  on  an 
impersonal  basis  and  soon  fall  into  the  personal  (or  self-advocacy)  category  because 
they  see  discrimination  and  lack  of  acceptance  of  disabled  people  as  being  a  personal 
affront:  “There  but  for  the  grace  of  God  go  I.” 

The  impersonal,  formal  advocate  may  do  much  work  at  the  local  level  but,  as  a  general 
rule,  carries  out  most  of  his  or  her  work  at  the  state  and  federal  levels,  where  much 
of  the  work  is  carried  out  by  paid  advocates.  Paid  advocates  work  for  charities,  interest 
groups,  and  other  advocacy  groups  under  many  different  names.  Some  are  called  lobby¬ 
ists,  but  all  have  a  stated  purpose  to  advance  the  cause  of  the  constituency  they  repre¬ 
sent  by  influencing  lawmakers  and  those  who  implement  the  law  and  by  sparking  the 
service  providers  to  open  up  opportunities  for  their  constituents. 


FORMING  COALITIONS 

Individuals,  groups,  and  organizations  may  form  coalitions  with  others  for  varying 
periods  of  time  to  accomplish  a  specific  purpose  in  their  work  as  advocates.  As  the 
goals  of  a  coalition  change,  the  character  of  the  coalition  changes.  In  Washington,  DC, 
efforts  are  made  to  spur  Congress  to  write  new  laws,  to  amend  old  laws,  or  to  force 
the  executive  branch  to  carry  out  the  laws  according  to  congressional  intent.  Coalitions 
concentrate  on  the  executive  branch  in  order  to  influence  the  wording  of  regulations 
and  the  use  of  funds  to  implement  the  laws. 

In  this  area,  some  of  the  stickiest  problems  of  advocacy  occur.  Each  administration 
has  its  own  philosophy  of  how  society  is  to  be  served  and  how  those  in  need  are  to  be 
assisted.  Many  laws  have  a  built-in  flexibility  that  provides  the  executive  branch  an  op¬ 
portunity  to  use  funds  effectively.  However,  some  laws  can  be  so  restrictively  inter¬ 
preted  that  few  can  benefit  or  many  can  be  injured.  For  example,  consider  the  congres¬ 
sional  mandate  in  1980  that  required  a  review  of  the  social  security  disability  rolls  every 
three  years  to  determine  if  beneficiaries  continued  to  be  disabled.  That  mandate  led 
to  money-saving  purges  of  the  disability  rolls  that  left  thousands  of  people  suffering. 
Many  states  revolted,  and  courts  ruled  that  these  actions  by  SSA  were  illegal  and 
discriminatory. 

The  interpretation  of  congressional  intent  had  been  so  strict  that  coalitions  were  formed 
in  order  to  help  the  personal,  formal,  paid,  and  volunteer  advocates  change  the  law. 
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By  applying  pressure  via  forced  delays  and  moratoriums,  the  group  succeeded.  Given 
such  an  example,  imagine  the  strength  of  a  united  coalition  of  the  various  disability 
advocates  focused  on  a  common  cause. 

Advocacy  includes  a  legislative  subcategory  carried  out  by  formal,  paid  advocates 
in  conjunction  with  personal  and  volunteer  advocates.  The  formal  and  paid  groups  try 
to  use  as  many  personal  advocates  and  volunteers  as  possible  because  they  need  grass 
roots  efforts  to  bring  pressure.  The  formal  groups  serve  to  focus  and  direct  the  activities 
of  others  because  of  their  contacts  and  knowledge  of  the  “system.”  For  example,  “Save 
Our  Security  Coalition”  (SOS),  an  organization  dedicated  to  maintaining  and  improv¬ 
ing  the  social  security  program,  is  made  up  of  more  than  200  national,  state,  and  local 
organizations.  Each  organization  has  its  own  goals  but  works  with  others  and  indepen¬ 
dently  to  influence  legislation  and  the  administration  of  laws  for  common  causes. 

The  SOS  coalition  monitors  legislative  processes  and  the  mood  of  Congress,  prepares 
information  to  be  disseminated,  and  indicates  when  and  where  pressures  are  needed. 
The  coalition  board  includes  many  former  high-level  government  employees  and  former 
members  of  Congress,  who  are  extremely  useful  and  influential  in  gaining  access  to 
congressional  members,  heads  of  departments,  and  others.  Many  SOS  members  are 
recognized  authorities  in  testifying  on  behalf  of  those  who  are  or  who  may  be  affected 
by  proposed  legislation.  Access  is  the  key  to  success. 


HISTORY  OF  ADVOCACY 

Although  the  history  of  consumers  and  professionals  involved  in  legislation  affecting 
blind  people  cannot  be  fully  documented,  the  fact  remains  that  in  the  United  States  more 
than  300  laws  deal  specifically  with  the  needs  and  rights  of  disabled  individuals. 

The  first  federal  law  for  the  disabled  was  enacted  in  1827,  when  a  land  grant  was  used 
to  establish  the  Kentucky  Asylum  for  the  Deaf  and  Dumb.  (There  is  no  record  of  a  for¬ 
mal  coalition  for  the  disabled  at  the  time,  but  there  must  have  been  pressure  on  the 
lawmakers.)  Soon  thereafter,  schools  for  blind  persons  were  established  in  different 
states— Perkins  in  Massachusetts  (1832),  New  York  Institute  for  the  Blind  (1832),  and 
the  First  State  School  for  the  Blind  in  Ohio  (1837). 

Formal  representation  for  the  blind  was  established  in  1871,  when  the  American 
Association  of  Instructors  of  the  Blind  was  organized;  it  became  the  Association  for 
the  Education  of  the  Visually  Handicapped  (AEVH)  in  1968.  In  1895,  the  forerunner 
of  the  American  Association  of  Workers  for  the  Blind  (AAWB)  came  into  being  as  the 
American  Blind  People’s  Higher  Education  and  General  Improvement  Association;  it 
became  AAWB  in  1905.  AAWB  and  AEVH  officially  merged  in  February  1984,  to 
become  the  Association  for  the  Education  and  Rehabilitation  of  the  Blind  and  Visually 
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Impaired  (AER).  Instrumental  in  that  merger  was  the  American  Foundation  for  the  Blind 
(AFB),  which  was  founded  in  1921  and  which  is  heavily  oriented  toward  research; 
assistance  to  other  organizations  serving  the  blind;  assistance  to  federal,  state,  and  local 
service  programs  for  the  blind;  and  stimulating  public  awareness  of  the  unmet  needs 
of  the  blind. 

The  current  executive  director  of  AFB,  William  F.  Gallagher,  has  been  influenced 
by  Carroll’s  philosophy  and  advocacy.  Gallagher  met  Carroll  while  a  student  at  Perkins 
School  for  the  Blind  and  was  later  closely  associated  with  him  as  a  staff  member  of 
the  Catholic  Guild  for  All  the  Blind  in  Boston.  Gallagher,  who  has  been  blind  since 
age  15,  exemplifies  the  various  forms  of  advocacy  through  personal  actions  and  visibil¬ 
ity  as  an  administrator  and  leader  of  national  and  international  standing. 

Two  of  the  largest  consumer  groups— the  National  Federation  of  the  Blind  (NFB), 
formed  in  1940,  and  the  American  Council  of  the  Blind  (ACB),  founded  in  1961  by 
former  members  of  NFB— provide  advocacy  for  the  blind.  Each  organization  has  its 
own  form  and  philosophy  of  advocacy.  Another  large  consumer  organization  is  the  Blind¬ 
ed  Veterans  Association  (BVA),  which  was  formally  chartered  by  Congress  to  represent 
and  to  serve  the  blinded  veteran.  Carroll,  as  national  chaplain  to  BVA,  was  very  active 
in  its  behalf  both  as  an  advocate  and  as  one  who  encouraged  blind  veterans  to  become 
active  self-advocates. 

According  to  AFB,  there  are  also  at  least  1,000  associations,  agencies,  and  groups 
that  serve  blind  people  today  on  local,  state,  and  national  levels.  Some  organizations 
are  both  advocates  and  service  providers. 

A  number  of  service  organizations  and  advocate  groups  were  spawned  from  a  piece 
of  landmark  legislation  passed  in  1879  to  fund  the  American  Printing  House  for  the 
Blind  (APH),  which  was  charged  with  providing  books  in  braille  and  other  educational 
aids  for  blind  elementary  and  secondary  school  children.  The  board  of  trustees  of  APH 
was  made  up  of  the  superintendents  of  tax-supported  residential  schools  for  the  blind, 
and,  for  the  next  50  years,  they  influenced  the  operation  of  residential  schools,  the 
development  and  use  of  braille,  and  the  development  of  the  Talking  Books  concept. 

In  1904,  Congress  enacted  a  measure  providing  postage-free  mailing  of  books  to  adults. 
The  law  was  an  amendment  to  an  earlier  law  (1898)  to  exempt  letters  written  by  blind 
persons  from  postage  fees.  Robert  B.  Irwin,  who  was  to  become  the  first  executive  director 
of  AFB,  stated  in  1918  that  “many  of  these  laws  had  come  into  being  through  pressures 
generated  by  organized  groups  of  blind  people.”  In  other  words,  legislative  advocacy. 

Legislative  advocacy  increases  during  wars  and  conflicts  because  blindness  and  other 
disabilities  are  among  the  unfortunate  results  of  war.  Apparently,  the  first  state-supported 
asylum  for  the  blind  came  into  being  in  France,  in  1254,  to  shelter  blinded  crusaders 
returning  to  that  country.  U.S.  casualties  in  World  War  I  included  450  blinded  veterans. 
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The  much  larger  numbers  in  France,  England,  and  Germany  led  to  major  international 
efforts  to  rehabilitate  blinded  veterans  after  the  war.  The  U.S.  Vocational  Rehabilitation 
Act  was  enacted  in  1918  for  discharged  military  personnel.  In  1921,  the  Smith-Fess  Act 
provided  for  joint  federal-state  vocational  rehabilitation  for  civilians  who  were  physically 
handicapped.  However,  it  took  23  more  years  and  another  war  before  the  act  was  im¬ 
proved  enough  to  make  much  impact.  Over  the  years,  blind  persons  have  specifically 
benefited  from  the  Randolph-Sheppard  Act,  the  Social  Security  Act,  the  Javits-Wagner- 
O’Day  Act,  the  Older  Americans  Act,  and  the  Supplemental  Security  Income  Amend¬ 
ments  to  the  Social  Security  Act.  All  these  laws  had  their  sponsors,  supporters,  and 
advocates  in  and  out  of  Congress. 

The  most  outstanding  advocate  for  51  years  was  Senator  Jennings  Randolph  of 
West  Virginia,  who  retired  in  1985.  While  Senator  Randolph  was  a  representative, 
he  introduced  a  bill  (Senator  Morris  Sheppard  introduced  a  companion  bill  in  the 
Senate)  that  became  the  Randolph-Sheppard  Vending  Stand  Program  in  June  1936 
(P.L.  74-732).  Although  the  act  has  not  been  broadened  to  include  other  disabilities, 
it  was  strengthened  over  time  through  the  senator’s  sponsorship  despite  constant  at¬ 
tacks  by  its  opponents. 

One  individual  who  exerted  great  influence  on  Senator  Randolph  and  others  through 
his  personal  efforts  was  Leonard  Robinson  (1975),  whose  book,  Light  at  the  Tunnel  End , 
is  dedicated  to  Senator  Randolph.  In  the  foreword,  Senator  Randolph  credits  Robinson, 
who  was  blind,  for  his  efforts  over  the  years,  especially  in  relation  to  the  Randolph- 
Sheppard  Act.  Robinson’s  life  story  is  a  classic  lesson  in  legislative  advocacy,  a  clear 
example  of  personal  advocacy  in  behalf  of  self  and  others  in  the  employment  field.  It 
is  worthwhile  reading  for  anyone  interested  in  advocacy. 


HOW  ADVOCACY  WORKS 

Because  blind  and  visually  impaired  people  and  others  lack  massive  monetary  resources 
for  advocacy,  they  must  rely  on  individuals  or  groups  that  have  a  personal  interest, 
political  or  otherwise,  in  adopting  their  cause.  It  is  difficult  to  convince  the  movers 
and  shakers  of  the  world  to  act  purely  on  altruistic  motives;  they  have  to  be  convinced 
that  suggested  changes  will  benefit  their  constituencies  and  themselves.  In  addition, 
advocates  must  realize  that  timing  is  of  great  importance— timing  of  legislative  sessions, 
elections,  candidates,  and  budget  cutbacks. 

Except  in  rare  cases,  a  successful  noncommercial  advocate  has  to  “pay  his  dues” 
and  build  up  a  store  of  knowledge,  goodwill,  IOUs,  and  abilities  over  the  years  in  order 
to  bring  those  resources  to  bear  at  the  right  time  and  place.  An  example  of  a  successful 
advocate  in  all  categories  is  Irvin  R  Schloss,  former  director  of  governmental  relations 
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for  AFB.  Blinded  in  World  War  II,  Schloss  became  known  as  the  dean  of  advocates 
for  blind  persons  through  his  personal  life  and  his  legislative  influence. 

Legislative  advocacy  is  not  just  advocating  for  changes  in  old  laws  or  for  the  enact¬ 
ment  of  new  laws;  one  of  its  primary  concerns  is  to  see  that  laws  are  not  made  that 
would  erode  benefits  or  that  regulations  are  not  promulgated  that  would  make  administra¬ 
tion  of  the  laws  more  restrictive  than  they  should  be. 

How  advocacy  is  carried  out  depends  in  part  on  the  objective.  Do  you  want  to  create 
a  service  for  individuals?  Do  you  want  to  change  the  way  a  law  is  being  administered? 
Do  you  want  to  change  a  law  or  create  a  new  law?  In  some  cases,  advocates  stage  noisy 
demonstrations  to  convey  their  message  to  policymakers  and  to  suggest  popular  sup¬ 
port  for  it.  In  other  cases,  a  quieter  approach,  such  as  working  with  policymakers  and 
administrators,  can  accomplish  goals  more  quickly. 

Advocacy  has  to  be  tailored  to  the  issue.  All  successful  advocacy  is  based  upon  an 
understanding  of  the  needs  and  desires  of  the  consumer  and  the  benefits  to  be  derived 
from  whatever  action  is  taken.  Unless  the  policymaker  or  lawmaker  can  be  sold  on 
the  need  for  a  change,  one  will  fail  to  convince  him  or  her  to  make  changes  or  to  work 
for  the  desired  change.  Not  only  must  one  sell  the  powerbrokers,  one  must  also  prove 
that  it  is  in  their  interest  to  make  the  change  or  that  change  is  both  politically  feasible 
and  desirable.  At  this  point,  grass  roots  support  becomes  essential.  For  example,  there 
is  little  use  in  approaching  a  congressman  or  senator  about  a  social  program  unless 
one  can  get  individuals  and  organizations  across  the  country  to  influence  their  represen¬ 
tatives  to  pressure  those  in  Congress  who  control  the  legislative  process. 

Various  bills  are  introduced  daily,  and  congressmen  often  sponsor  them  just  to  show 
their  constituents  they  are  representing  them.  As  a  result,  thousands  of  bills  go  into 
the  hopper  and  are  never  seen  again.  Without  widespread  support,  no  effort  is  made 
to  move  the  bills.  Relatively  few  bills  get  to  the  hearing  stage,  and  even  fewer— about 
5  %—  become  law.  Of  the  5%  that  become  law,  many  are  of  limited  significance.  Even 
so,  there  are  congressmen  who  are  advocates  for  certain  causes  and  who  need  their 
constituents’  help;  they  and  their  staffs  will  lobby  for  them. 

Naturally,  some  advocates  have  more  influence  with  congressmen,  senators,  and  exec¬ 
utive  branch  personnel  than  others.  These  advocates  are  either  well  known  or  have  held 
or  do  hold  positions  recognized  or  respected  by  representatives  and  committees.  Two 
examples  of  such  advocates  are  Dr.  Arthur  Flemming,  who  held  such  responsible  posi¬ 
tions  in  the  government  as  secretary  of  the  Department  of  Health,  Education  and  Welfare 
(HEW,  now  Health  and  Human  Services),  commissioner  on  aging,  and  commissioner 
for  civil  rights,  and  the  late  Dr.  Wilbur  Cohen,  longtime  undersecretary,  and  then 
secretary,  of  HEW  Whenever  legislation  concerning  social  programs  was  under  con¬ 
sideration,  one  could  expect  to  see  Flemming  and  Cohen  appearing  before  a  committee. 
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Some  of  the  most  effective  advocacy  in  behalf  of  blindness  interests  can  be  done  from 
the  community  level.  Schloss  (1983)  provides  further  insight  on  such  advocacy  with 
a  concise  and  easily  read  summary  of  federal  legislation  affecting  blind  and  visually 
impaired  people  and  descriptions  of  agencies  that  serve  those  who  are  blind  and  physically 
disabled. 

In  addition,  one  can  consult  people  and  organizations  that  teach  the  techniques  of 
advocacy:  how  to  recognize  issues  and  the  people  who  shape  them,  how  and  when  to 
write,  and  how  to  form  organizations  and  coalitions.  A  number  of  foundations  have 
been  set  up  for  specific  and  general  purposes.  For  example,  the  Villers  Foundation  was 
established  and  endowed  by  Mr.  and  Mrs.  Phillip  Villers  of  Boston,  Massachusetts, 
to  work  in  the  field  of  aging.  The  Villers  staff  has  been  very  active  in  areas  such  as 
health,  housing  for  the  elderly,  and  supplemental  security  income. 


SOME  QUESTIONS  AND  ANSWERS 

Indeed,  groups  and  organizations  exist  for  practically  any  conceivable  purpose  or  area 
of  interest.  Which  prompts  the  question:  who  has  the  right  to  be  an  advocate  for  the 
rights  and  welfare  of  the  blind?  Sam  Negrin  (1976),  former  AFB  associate  executive 
director  for  development,  has  commented  on  the  advocacy  role  of  the  social  worker: 
“It  is  our  responsibility  to  assume  an  advocacy  role  as  professionals  on  behalf  of  the 
children,  parents,  adults,  and  elderly  blind  and  visually  impaired  persons,  and  even 
the  agencies  which  we  serve”  (p.  31).  We  have  the  right  and  responsibility  to  do  so, 
either  as  interested  or  involved  persons  or  as  paid  advocates. 

What  are  the  rights  for  which  we  advocate?  The  same  rights  others  enjoy:  the  right 
to  an  opportunity  for  employment,  health  care,  welfare  and  social  services,  and  any 
other  public  or  private  service.  Those  legal  rights  are  spelled  out  in  various  laws  and 
regulations  and  are  reviewed  in  an  easy-to-read  book,  The  Legal  Rights  of  Handicapped 
Persons— Cases,  Materials  and  Text  and  the  1983  Supplement  Thereto  (Burgdorf  & 
Spicer,  1983). 

Advocacy  can  produce  unexpected  results.  As  Carroll  pointed  out,  blind  people  have 
to  be  careful  about  backlash  from  sighted  persons  and  from  other  disabled  groups.  Some 
want  to  know  why  “they”  should  provide  special  services  to  blind  people.  They  also 
question  the  need  for  special  agencies  for  the  blind,  for  special  travel  arrangements  to 
accommodate  dog  guides  and  canes,  and  for  allowing  blind  people  to  bring  their  dogs 
into  restaurants  and  onto  public  transportation. 

Some  groups  representing  other  disabled  people  feel  that  blind  persons  have  an  advan¬ 
tage  under  the  Social  Security  Act  that  others  do  not,  that  is,  blind  people  are  allowed 
to  earn  more  than  other  disabled  individuals  and  still  receive  benefits  from  the  dis- 
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ability  program.  Others  plainly  state  that  they  are  not  concerned  that  an  organization 
serving  the  blind  may  not  be  funded.  They  ask  why  special  rehabilitation  agencies  for 
the  blind  exist  when  there  are  “generic”  rehabilitation  agencies  for  other  disabled  popula¬ 
tions.  Has  the  reader  ever  noticed  an  aged  blind  person  participating  in  programs  for 
the  aged  with  sighted  individuals? 

A  partial  answer  to  the  question  of  “rights  and  responsibilities”  can  be  found  in  a 
speech  Carroll  (1946)  made  to  a  BVA  meeting.  Even  though  he  was  addressing  blinded 
veterans,  his  talk  pertains  to  any  group  or  category  of  people.  His  thoughts  are  still  timely: 

It  is  seldom  that  we  have  to  be  reminded  of  our  rights;  it  is  all  too  often  that 
we  fail  to  remember  our  duties.  Few  of  us  have  to  be  urged  on  to  state  our 
liberties;  most  of  us  forget  co-relevant  obligations.  Duties  may  well  be  con¬ 
sidered  as  duties  to  God,  neighbor  and  to  self,  and  normally  that  be  the  order 
of  consideration. 

About  duties  to  self,  he  added: 

There  are  those  who  fail  to  think  of  duty  to  self,  or  at  least  to  publicly  admit 
that  they  consider  them.  At  the  other  extreme  are  those  selfish  individuals 
who  have  no  thought  save  for  their  own  well-being  and  what  they  call  their 
self-respect.  Somewhere  between  lies  the  obligation  to  self.  Included  in  it 
is  an  obligation  of  self-respect. .  .a  self  respect  that  demands  a  recognition  of 
human  dignity  and  the  vocation  to  which  God  has  called  us. 

Carroll  devoted  the  rest  of  his  speech  to  the  effects  the  blinded  veteran  could  have 
on  the  public  through  his  own  efforts  and  those  of  the  organizations  that  represent  him 
and  other  blind  people: 

Once  you  see  that,  once  you  realize  the  possibilities  that  the  future  holds, 
then  will  you  see,  then  will  you  realize  the  obligations  to  your  neighbor  that 
the  future  also  holds.  Others  will  indeed  recognize  those  potentialities  before 
you  do.  Propaganda  and  pressure  groups  will  try  to  control  you  for  their  own 
purposes,  good  or  bad.  Your  words  are  powerful  weapons  in  the  future.  The 
public  will  often  listen  and  be  persuaded  before  it  is  convinced.  Your  emo¬ 
tional  appeal  can  be  stronger  than  your  reasonable  appeal.  Your  obligation 
is  to  see  that  the  emotional  appeal  has  always  a  reasonable  foundation.  The 
obligation  to  your  neighbor  is  to  your  blind  neighbor,  and  the  civilian  blind 
(in  the  hundreds  of  thousands  in  this  country)  have  (we  dare  say)  their  eyes 
on  you.  What  you  do  can  affect  them.  What  you  do  not  do  can  in  some  ways 
affect  them  still  more.  You  are. .  .a  flying  wedge;  your  job  is  to  dent  that 
unreasonable  and  unreasoning  reaction  of  the  sighted  public,  and  if  you  can 
more  than  dent  it,  if  you  can  really  crack  it,  thousands  of  others  wait  to  rush 
through  the  gap  behind  you  into  lives  of  greater  security  and  understanding. 

But  the  obligation  to  your  neighbor  is  also  to  your  sighted  neighbor,  and  indeed 
it  is  to  your  sighted  children  and  grandchildren  yet  to  be  bom.  (Carroll,  1946) 
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During  his  years  as  a  leader  in  services  to  blind  people,  Carroll  exemplified  the  various 
types  of  advocacy.  In  a  quiet  fashion  he  assured  the  continuation  of  specialized  services 
to  blind  people  in  Massachusetts  and  influenced  the  implementation  of  various  federal 
programs  through  his  services  on  a  number  of  national  advisory  groups  to  federal  agen¬ 
cies.  When  he  was  executive  director  of  the  Catholic  Guild  for  All  the  Blind  in  Boston, 
he  pioneered  programs  for  the  rehabilitation  of  older  blind  women  and  developed  a 
rehabilitation  center  for  older  blind  persons. 

In  the  latter  part  of  his  life,  Carroll  saw  the  need  to  become  a  highly  visible  activist 
and  participated  in  the  civil  rights  movement  to  assure  equal  opportunities  for  racial 
minorities.  He  marched  with  Dr.  Martin  Luther  King,  Jr.,  in  Selma,  Alabama.  There 
is  a  need  to  make  his  spirit  of  advocacy  and  the  example  he  set  live  on. 
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William  Thompson  joined  the  Blinded  Veterans  Association  in  1946  and  eventually 
served  as  its  executive  director,  national  president,  and  treasurer  as  well  as  in  various 
other  capacities  until  his  death  in  1988.  He  was  graduated  from  Temple  University  as 
Doctor  of  Surgical  Chiropody  and  also  received  from  Temple  degrees  in  education  and 
rehabilitation  counseling.  From  1961  until  1981,  he  was  a  rehabilitation  counselor  with 
the  Department  of  Vocational  Rehabilitation  for  the  District  of  Columbia. 
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The  CLASSIC  WORK  on  the  impact  of 
adventitious  blindness  on  self-perception  and  social 
interaction.  Carroll’s  exploration  of  how  blindness 
affects  the  sighted  person  traces  20  separate 
sensory,  psychic,  motor,  social,  and  economic 
losses  and  discusses  how  they  may  be  understood 
and  compensated  for  by  the  individual. 
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